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Introduction
Eating disorders, typically found in women, and characterised by ‘severe 
disturbances in eating behaviour’ (American Psychiatric Association, 2000), are 
heterogeneous and complex. The DSM-IV-TR (American Psychiatric Association, 
2000) classification system does, however, denote clear diagnostic criteria for two 
specific eating disorders: anorexia nervosa (AN) and bulimia nervosa (BN). These 
guidelines allow within group homogeneity, at least at the symptom level, and provide 
a logical focus for this discussion.
AN is typified by a ‘refusal to maintain minimally normal body weight’ 
(American Psychiatric Association, 2000), while BN is characterised by ‘repeated 
episodes of binge eating followed by inappropriate compensatory behaviours’ 
(American Psychiatric Association, 2000). Distorted perception of body weight and 
shape is a requirement for both diagnoses (American Psychiatric Association, 2000). 
The term ‘eating disorder’ herein is used when reference is made to both AN and BN; 
the same categorisation is given to subtypes of both disorder.
Evidence Based Clinical Practice Guidelines (Department of Health, 2001a) 
own that detail of treatment efficacy for AN is limited; psychological therapies have 
shown improvements, but these are equivocal, and it has not been possible to specify a 
treatment of choice (Department of Health, 2001a). Conversely, research into the 
treatment of BN indicates efficacy for both interpersonal therapy (IPT) and cognitive 
behavioural therapy (CBT)1 (Department of Health, 2001a). Indeed, it is the apparent 
utility of these models in the treatment of BN that favours their comparison; given 
symptom commonalities the two disorders may well respond to similar modes of 
treatment.
This text briefly outlines the approaches of CBT and IPT for AN and BN, 
although the reader is referred to Fairbum (CBT-BN, 1981; IPT-BN, 1997), Gamer 
and Bemis (CBT-AN, 1982) and McIntosh, Bulik, McKenzie, Luty and Jordan (IPT- 
AN, 2000) for more comprehensive detail. Direct evidence for the theoretical 
rationales is then considered, prior to review of studies assessing treatment efficacy.
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The implications of these findings for the development of services for people with 
eating disorders are then discussed.
Cognitive behavioural theory of eating disorders (AN & BN)
The most widely accepted CBT approach for BN is that derived from 
Fairbum’s Oxford model (Fairbum, Marcus & Wilson, 1993). It is selected for 
appraisal as it has been most rigorously researched, and is typically considered best 
standard for treatment (Wilson, Fairbum & Agras, 1997). Fairbum’s (1981) model for 
BN attributes perpetuation of this disorder to both cognitive and behavioural factors 
(Wilson et al., 1997). It is hypothesised that five core symptom domains interact to 
establish the ‘restraint-binge-purge-cycle’ (please see Anderson & Maloney, 2001). In 
accordance with the model, CBT-BN aims to normalise eating patterns and challenge 
dysfunctional beliefs regarding self-worth. The excessive importance attributed to 
body shape and weight is also addressed (Fairbum, 1997).
The prevalent CBT model for AN is that developed by Gamer and Bemis 
(1982). Numerous consistencies exist between this approach and that developed by 
Fairbum (1981) for BN (Gamer, Vitousek & Pike, 1997). These theoretical 
similarities parallel features common to both disorders (e.g. dysfunctional beliefs 
related to appearance). The main point of departure is that CBT-AN specifically 
advocates weight gain (Gamer et al., 1997).
Interpersonal theory of eating disorders (AN & BNT
IPT is a non-directive, short-term focal psychotherapy that purposefully avoids 
specific focus on eating disorder symptoms (Fairbum, 1997). The researched model, 
again Fairbum’s (Fairbum, Jones, Peveler, Carr, Solomon, O’Connor, Burton & Hope, 
1991), is derived from an earlier IPT model for depression (Klerman, Weissman, 
Rounsaville & Chevron, 1984). The main premise is that improvement in 
interpersonal functioning will effect decrease in eating disorder symptomatology
1 Family therapy is cited as the treatment o f choice for children and adolescents with BN (Department o f 
Health, 2001), but limited scope restrains this text to the discussion o f adults, and as such to CBT and
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(McIntosh, Bulik, McKenzie, Luty & Jordan, 2000). Interpersonal problems are 
conceptualised as interpersonal disputes, role transitions, grief and interpersonal 
deficits (Apple, 1999; Fairbum, 1997)
Comparative critique of the theoretical evidence bases
Research does exist to support both cognitive behavioural (CB) and 
interpersonal theoretical rationales, but in neither instance is it exhaustive. Sound 
evidence for the interpersonal model of eating disorders is limited (McIntosh et al., 
2000). Validity of the CB model is more established, but again gaps in the evidence 
base remain (Cooper, 1997). It is argued that in both cases, the assessment of validity 
is hampered by inadequate specification of the underlying model.
Validity of research supporting the theoretical rationales
The CB model for the maintenance of eating disorders posits both cognitive 
and behavioural predictions (Williamson, Muller, Reas & Thaw, 1999). Both have 
been subject to validation and the findings are generally favourable. Evidence for the 
behavioural component is derived from studies monitoring eating patterns (e.g. Polivy 
& Herman, 1995), and those investigating the association between affect and 
excessive or forbidden food consumption (e.g. Leitenberg, Fondacaro, Gross & 
Willmuth, 1985). Support for the theorised cognitive distortions comes from research 
at the level of automatic thoughts (e.g. Clark, Feldman & Channon, 1989; Phelan,
1987), although the biased assumptions thought to underlie and distort self-statements 
have also been assessed (Cooper, 1997). Support here is largely for the information 
processes (e.g. memory, attention and judgement) associated with such constructs 
(Williamson et al., 1999). Evidence for biases in actual schema content is limited 
primarily to investigations into ‘body image disturbance’ (e.g. Smeets & Panhuysen, 
1995).
Evidence affirming the central hypothesis of interpersonal theory also exists; 
that is, some substantiation is given to the theorised link between interpersonal
IPT.
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dysfunction and eating disorders (Fairbum, 1997). Evidence for CB theory is based on 
empiricism though, while support for the interpersonal model is derived largely from 
other aetiological theories (McIntosh et al., 2000). For instance, the psychosomatic 
model proposed by Minuchin, Rosman and Baker (1978) points to problems of 
enmeshment, poor conflict resolution and unspoken rivalry in eating disordered 
families (McIntosh et al., 2000). These theories, however, have largely evaded 
scientific scrutiny and lend little more than anecdotal support to the interpersonal 
theory of eating disorders (McIntosh et al., 2000).
The limited empirical research that does support interpersonal theory is 
unfortunately less definitive than that affirming CB theory. Recent CB studies are 
experimental and generally include control groups; facilitating measure of concurrent 
validity (Cooper, 1997). For instance, Perrin (1995) employed an ambiguous sentence 
task to investigate the judgment bias posited by cognitive theorists (Williamson et al.,
1999). Here the assertion is that individuals overly concerned with body shape and 
size will selectively interpret ambiguous information in a manner consistent with their 
concerns (Williamson et al., 1999). Perrin’s findings suggest that individuals with 
high body dysphoria or an eating disorder do give a ‘fatness’ bias to appearance- 
related situations. Conversely, control subjects are more prone to a ‘thinness’ 
interpretation (Williamson et al., 1999). Such findings help verify not only that 
cognitive biases do exist but that they vary according to subject group in the theorised 
directions (Cooper, 1997).
Studies investigating interpersonal theory cannot generally dissociate ‘normal’ 
and eating disordered interpersonal function; they have tended not to include controls. 
Rather they ask eating disordered families to compare their functioning to that of 
control groups (McIntosh et al., 2000). Such studies indicate that sufferers and their 
families have a negative perception of their functioning relative to that of controls 
(McIntosh et al., 2000). Lack of comparison with ‘normals’ and reliance on self- 
report, however, not only reduces criterion-related validity, but also introduces the 
problem of perception bias (Breakwell, Hammond & Fife-Schaw, 1995); a confound 
that may be exacerbated by the high expressed emotion typically associated with 
eating disordered families (Eisler, 1995). This research is again undermined by the 
psychometric properties of the assessment tools; these measures tend to have restricted
7
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construct validity, small norming samples, and have not always been standardised for 
use with both normal and clinical populations (Jarman & Walsh, 1999).
Research assessing the interpersonal rationale, and not reliant on self-report, is 
typically in the form of case analyses or is observational (McIntosh et al., 2000). 
Observational study findings are mixed, but some do suggest that eating disordered 
groups exhibit both familial (Goldstein, 1981) and general social functioning deficits 
(Schmidt, Tiller & Morgan, 1995). The reliability of such research is again limited 
though, through the confounds of observer reactivity and bias (Breakwell et al., 1995). 
Likewise, case analyses endorsing interpersonal theory have their shortcomings. Such 
research usually posits that eating disordered families are subject to enmeshment 
(Crisp, Hsu, Harding and Hartshorn, 1980), but generalisation should be avoided, as 
subject numbers are of course restricted (Breakwell et al., 1995). Indeed, Roijen’s 
(1992) case analysis actually indicates that the interpersonal functioning of AN 
families is unlikely homogenous; suggestion is made that some such families may 
even exhibit mixed, non-dysfunctional interpersonal styles (Roijen, 1992).
It may be argued that recent CB research findings are less mixed than those of 
interpersonal theory, owing to the use of more stringent experimental techniques. 
Indeed, earlier cognitive research focused mainly on body image, conceptualised as a 
‘perceptual distortion’ (Slade, 1985); the findings were equivocal, and results more 
consistent with the theorised predictions seems mainly to have followed application of 
cognitive laboratory techniques (Williamson et al., 1999). The main benefit to such 
approaches, save those already described, is that cognitions are interpreted on the basis 
of behavioural responses to regulated stimuli; there is no reliance on self-report 
(Williamson et al., 1999). The primary drawbacks are the flip side of the benefits; the 
possible lack of ecological validity, the disguise of within-subject variability, and the 
masking of individual outcomes in subject averages (Breakwell et al., 1995).
In summary, clear evidence does exist to support both CB and interpersonal 
theories of eating disorder. More scientific rigour has been applied to the study of CB 
theory though, and limitations do accompany both evidence bases (Cooper, 1997; 
McIntosh et al., 2000).
Caveats in the existing theoretical evidence bases
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Criticism may be made that research into both CB and interpersonal theory 
lacks sufficient detail and breadth. For instance, research assessing the cognitive 
theory of information processing, may be argued inadequate (Cooper, 1997). Such 
investigation in the field of eating disorders has, to date, focused on bias in memory, 
attention and judgement, but finer analysis of specific, clinically observed distortions 
is still required (Cooper, 1997). Indeed, recent meta-analyses do point to a 
magnification bias, with eating disordered groups overestimating both body size 
(Smeets & Panhuysen, 1995) and dietary intake (Wolper, Heshka & Heymsfield, 
1995). Further research investigating Gamer and Bemis’ (1982) theorised 
personalisation bias would, however, also be of interest (Cooper, 1997). Similarly, the 
content of underlying assumptions has not yet been thoroughly researched (Cooper, 
1997). Cooper (1997) explains that existing literature is restricted to description of 
body image. The requirement remains to further specify and thematically group beliefs 
(Cooper, 1997).
Complaint regarding lack of detail extends to the generalisations made 
regarding eating disordered groups; few studies have successfully differentiated 
between the cognitions or interpersonal functioning of AN and BN patients (Cooper, 
1997; Fairbum, 1997). Cognitive research can only indicate that anorexics are 
primarily preoccupied with eating concerns, while bulimics are more distressed with 
concerns regarding weight and body shape (Cooper & Fairbum, 1992). Likewise, 
research into the interpersonal rationale provides only tentative suggestion that 
anorexic females may be particularly prone to interpersonal deficits; bulimics, it 
seems, may experience more disputes and role transitions (McIntosh et al., 2000). 
Several studies do differentiate though, between the interpersonal functioning of 
restricting anorexics and that of binge eating/ purging anorexics and bulimics 
(McIntosh et al., 2000). Studies posit that their families’ perceptions of functioning 
vary; the families of restricting anorexics are said to give more positive report of 
family relationships (Schmidt, Tiller & Treasure, 1993). Moreover, the families of 
binge eating/ purging anorexics and bulimics have been found to have similar 
interpersonal functioning styles; namely, poor communication, emotional indifference, 
(Schmidt et al., 1993) and high levels of friction and discord (Kog, Vertommen &
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Vandereycken, 1987). The findings remain inconclusive though, with Wonderlich & 
Swift (1990) reporting no significant perceptual differences (McIntosh et al., 2000).
One further criticism specific to interpersonal research is failure to establish 
anything other than an association between interpersonal dysfunction and disordered 
eating (Fairbum, 1997; McIntosh et al., 2000). It has not possible to establish the 
direction of causation as researchers cannot specify if interpersonal dysfunction 
predates symptom onset; support for the alternative, that family dysfunction is a 
consequence of the eating disorder, does, however, exist (Eisler, 1995; McIntosh et al., 
2000). For instance, in the families of anorexic girls a positive relationship is posited 
to exit between length of treatment and frequency of critical comments (le Grange, 
Eisler, Dare & Russell, 1992). Of course, some might argue that interpersonal theory 
is not reliant on the assertion of causality (McIntosh et al., 2000). Such defence may 
be though viewed though, as verification that inadequate model specification provides 
a convenient loophole.
Insufficient model specification
It is pertinent that insufficient model specification hinders research into CB 
and interpersonal theories (Fairbum, Shafran & Cooper, 1999). Hypothesis testing is 
restricted in both cases by failure to clearly reference precipitant factors (Cooper, 
1997; McIntosh et al., 2000). Indeed, the CB models of Fairbum (BN; 1981), Gamer 
and Bemis (AN; 1982) are primarily maintenance accounts; description extends to 
underlying assumptions (e.g. ‘weight-related self-schemata’), but the role of early 
experience and core beliefs is neglected (Vitousek & Hollon, 1990). Other theorists 
(e.g. Vitousek & Hollon, 1990) go some way to remedying this omission and do 
include discussion of ‘self-schemata’ (core beliefs); possible integration of elements 
from other theories may therefore help to flesh-out Fairbum (BN; 1981), Gamer and 
Bemis’ (AN; 1982) models (Cooper, 1997). In truth, interpersonal theories of eating 
disorder do not require the same level of structure; there is no specific cognitive focus 
(Fairbum, 1997). Yet, such theories will remain insubstantial until the exact nature of 
the relationship between interpersonal dysfunction and disordered eating is specified
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(Agras, Telch, Amow, Eldredge, Detzer, Henderson & Mamell, 1995; Jones, Peveler, 
Hope & Fairbum, 1993).
The interpersonal and CB models also fail to clearly explain why particular 
individuals develop say AN instead of BN (Cooper, 1997). Interpersonal theories 
completely sidestep this issue as they deliberately avoid symptom focus (Fairbum, 
1997). Conversely, CB models do explain that an obsessive need to control eating is 
central to the development of AN (Gamer et al., 1982), and that it is typically concern 
with body size that leads to BN (Fairbum, 1981). For individuals with BN and binge 
eating / purging anorexics a propensity towards dichotomous thinking is also 
pinpointed (Lingswiler, Crowther & Stevens, 1989). Yet, rather critically no proper 
explanation is given as to how the various cognitive elements fit together (Cooper, 
1997). Progression towards hierarchical models, similar to those posited for mood 
disorders (e.g. Teasdale and Barnard, 1993; Williams, Watts, Macleod & Mathews,
1988), may therefore enhance understanding.
Evidence for the validity of features not encompassed within the models
Explanation given in the above discussion indicates that caveats exist in the 
theoretical evidence bases for both interpersonal and CB theories of disordered eating 
(Cooper, 1997; McIntosh et al., 2000). Moreover, that inadequate model specification 
hinders further assessment of theoretical validity (Fairbum et al., 1999). The fact that 
evidence exists for features of AN and BN not specified by either model can also not 
be ignored. For instance, the role of affect is yet to be fully integrated. Interpersonal 
theory does acknowledge that eating disorders are often co-morbid with depression 
(Apple, 1999). Likewise, CB theory does specify that depression may trigger binge 
eating, while purging is described as a means of diminishing anxiety related to weight 
gain (Cooper, 1997; Vitousek, 1996; Wilson et al., 1997). Yet, such vague 
acknowledgement of the influence of affect is inadequate. Especially, when research 
indicates that body size overestimation in individuals with high body dysphoria is 
dependent on the activation of negative emotion (Baker, Williamson & Sylve, 1995). 
Similarly, there is evidence that individuals with AN endeavour to inhibit negative
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affect; suggestion is made that disordered eating may then be the dysfunctional 
expression of such emotion (Geller, Cockell & Goldner, 2000).
Comparative critique of treatment studies
Evidence for the interpersonal and CB models cannot be derived solely from 
research into the respective theoretical rationales. Instead, careful consideration must 
also be given to evaluation of the efficacy of treatment studies (Vitousek, 1996). The 
application of interpersonal therapy to AN is, however, still at the trial phase 
(McIntosh et al., 2000). Similarly, evidence for the efficacy of CB therapy for AN is 
restricted (Gamer et al., 1997). As such, this discussion will focus primarily on the 
outcome data provided for both interpersonal and CB treatments for BN; this research 
is more substantial and points to reasonable treatment efficacy (Department of Health, 
2001a).
Best evidence for comparative appraisal of the interpersonal and CB treatments 
for BN is derived from randomised control trials. These studies benefit not only from 
blind assessment and the random allocation of clients to treatment group, but typically 
also recruit large numbers to reduce the risk of Type II error (Breakwell et al., 1995). 
Studies comparing interpersonal and CB therapy for bulimia have furthermore 
included additional controlling factors: Clients were recruited exclusively through 
referral from psychiatrists and general practitioners; ‘symptomatic volunteers’ were 
not required (e.g. Fairbum, Jones, Peveler, Hope & O’Connor, 1993). Detailed 
treatment manuals were used to reduce overlap between interventions, and only 
experienced therapists employed (e.g. Fairbum, Jones, Peveler, Hope & O’Connor, 
1990). The main confound, as is later discussed, is the restricted validity of the 
assessment tools (Jarman & Walsh, 1999). Yet, such measures are the best available 
and do allow reasonably confident interpretation to be made (Fairbum et al., 1990).
The findings of randomised control trials comparing the efficacy of 
interpersonal and CB therapy for BN are generally consistent. Namely, they report that 
both forms of treatment are equally effective at reducing binge episodes and general 
psychopathology (Fairbum et al., 1990; Fairbum et al., 1993). CB therapy, however, is 
posited to be more effective than interpersonal therapy in other respects; it is claimed
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to effect marked improvement in initially distorted beliefs regarding body image, and 
seems to reduce both dieting and purgative behaviour (Fairbum et al., 1990; Fairbum 
et al., 1993). Indeed, patients’ distress, typically attributed to uncontrolled eating and 
disordered affect, is effectively ameliorated by both interventions (Fairbum et al., 
1990). The enhanced benefit of CB therapy is its successful modification of cognition 
and behaviour typically associated with relapse (Fairbum et al., 1990). Only one study 
provides conflicting evidence undermining the partial efficacy of interpersonal 
therapy, and that is a multi-site study likely subject to treatment confounds (Agras, 
Walsh, Fairbum, Wilson & Kraemer, 2000).
It is noteworthy, however, that the seemly superior efficacy of CB therapy is 
demeaned by the comparative evaluation of follow-up studies (Agras et al., 2000; 
Fairbum et al., 1993). Randomised control trials that have included post intervention 
analyses report no significant differences between the efficacy of the two treatments at 
four and twelve month follow-up (Agras et al., 2000; Fairbum et al., 1993). The data 
suggests, that following therapy termination, individuals treated with interpersonal 
therapy continue to recover (Agras et al., 2000). Conversely, a stabilising effect is 
identified in clients treated with CB therapy; such individuals tend to maintain, or 
show slight relapse in treatment gains at follow-up (Agras et al., 2000).
It is theorised that discrete mechanisms of action may account for such 
temporal differences (Fairbum, 1993). Interpersonal therapy is posited to allow for 
‘fresh start’ events (Brown & Bifulco, 1988), and hypothesis is made that a number of 
processes may contribute to its remedial effect (Fairbum, 1997). For example, the 
empowerment associated with the resolution of interpersonal problems may improve 
overall self-efficacy, including mastery over eating behaviour (Fairbum, 1993). 
Enhanced self-esteem might also lessen worry about body weight and shape, reducing 
the compulsion to diet (Fairbum, 1993). Normalisation of affect could reduce the 
requirement to binge, and improved interpersonal functioning could both enhance 
social support and reduce unoccupied time; this may then reduce the opportunity and 
need to ‘comfort eat’ (Fairbum, 1993). Indeed, inference of such mechanisms 
facilitates understanding of the delayed effect of interpersonal therapy on the actual 
eating disorder; CB therapy presumably has a more direct action mechanism with its
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specific focus on eating behaviour and dysfunctional appearance-related beliefs 
(Fairbum, 1997).
In summary, interpersonal therapy provides conclusive support that BN may be 
effectively treated without specific focus on disordered eating (Agras et al., 2000; 
Fairbum et al., 1993). CB therapy, however, retains the advantage of more immediate 
effect; its ability to quickly ameliorate clients’ distress is undoubted (Agras et al., 
2000; Fairbum et al., 1993). Furthermore, efficacy of both interventions in the 
treatment of BN does warrant exploration of their application to the treatment of AN; 
as is explained in the introduction, considerable overlap does exist between the two 
syndromes (McIntosh et al., 2000).
Restricted validity of the psychometric measures
Despite the acclaimed effectiveness of CBT and DPT one third of people with 
AN, and at least twenty percent of individuals with BN do not recover (Bell, Clare & 
Thom, 2001). Moreover, even this may be a modest quotient for non-response. This is 
because the recovery rates specified do require careful appraisal; due consideration 
must be given both to the definition of recovery and the outcome measures utilised 
(Jarman et al., 1999).
With regards the definition of recoveiy, strict adherence to the CB model 
requires that treatment success be conceptualised as symptom reduction in both the 
cognitive and behavioural domains (Anderson & Maloney, 2001). Similarly, the 
success of IPT is dependent not only on the normalisation of eating patterns, but also 
on the evaluation of change in interpersonal functioning (McIntosh et al., 2000). 
Review of controlled treatment outcome studies indicates that assessment fails to 
adequately encompass all of these features (Anderson et al., 2001; McIntosh et al.,
2000). Some studies, for instance, provide no assessment of interpersonal dysfunction 
(e.g. Jones et al., 1993), while others provide only crude measure of such difficulties 
(e.g. Agras et al., 2000). Indeed, the favoured Social Adjustment Scale (Weissman & 
Bothwell, 1976) provides only global scores. Assessment of social dysfunction should 
instead be aligned with the interpersonal framework; that is, functioning should be 
assessed across all four, core domains (disputes, transitions, grief & deficits)
14
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(Fairbum, 1997). Tools assessing predictions related to body image and eating 
behaviour are likewise inadequately specified (Jarman et al., 1999). Assessment 
measures typically lack homogeneity; they also tend to provide omnibus scores, rather 
than testing specific constmcts (Vitousek, 1996). The overall effect being that reported 
changes in symptomatology show enormous variation across modes of assessment 
(Jarman et al., 1999).
Caveats in the outcome literature
Despite the vast array of research assessing eating disorders, little investigation 
has actually focused on the clients’ perspective (Jarman et al., 1999). Consideration 
has not really been given to how clients conceptualise recovery, or to the change 
factors they identify (Jarman et al., 1999). Such, caveats in the literature suggest the 
need for a qualitative research approach (Jarman et al., 1999). Qualitative 
investigation would also facilitate capture of the action mechanisms thought to 
mediate recovery (Jarman et al., 1999). It would likewise allow understanding of 
clients’ perceived control over the recovery process; a factor believed to have a strong 
iatrogenic effect (Jarman et al., 1999). The urgent need for such a research tool is 
impressed by the requirement to ensure adequate representation of clients’ views in 
eating disorder service evaluation (Jarman et al., 1999).
Implications for the delivery of clinical services
It is necessary for all clinicians to be aware of the empirical findings of 
research into both CB and interpersonal models of disordered eating. Such knowledge 
should enhance understanding of these complex clients, and should improve outcome, 
irrespective of treatment modality.
Findings from CB theory point to the pervasive nature of the cognitive biases 
that influence eating disordered clients (Williamson et al., 1999). Such information 
can be used to enhance empathy, and remind clinicians of the need to patiently present 
new concepts; it must be understood that if hypotheses are to be accepted they may 
need suggestion in a variety of contexts (Williamson et al., 1999). For example,
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distorted beliefs relating to body shape and weight are extremely real; they cause 
eating-disordered clients considerable distress (Gamer et al., 1997). Moreover, efforts 
to rectify such misconceptions are frequently met with obstruction (Gamer et al., 
1997). The therapist must diffuse any frustration at lack of progress through reminder 
that shared ‘apparent reality’ does not exist (Williamson et al., 1999). It is also 
necessary to openly discuss such differences in appraisal (Williamson et al., 1999).
Research into cognitive bias also provides explanation as to why clients are 
typically reasonable about the appearance of others (Williamson et al., 1999). 
Experimental paradigms have provided substantial evidence for the self-referenced 
nature of cognitive distortions (Vitousek, 1996). Such findings suggest that the 
individual’s self-schema is subject to biases of attention, memory and judgement, 
while their cognitive evaluation of others remains unimpaired (Vitousek, 1996). It 
seems that such clients’ self-schema is unduly over-invested in the requirement for 
thinness (Williamson et al., 1999). As such cognitions are beyond conscious 
awareness, the therapist must guard against belief that eating disordered clients are 
purposefully irrational about their appearance (Williamson et al., 1999).
Research assessing interpersonal theory also has implications for service 
delivery. Therapists should be aware of eating disordered clients’ propensity to 
interpersonal dysfunction (Fairbum, 1997). Such knowledge should facilitate 
compassionate formulation of these difficulties, and aid the client’s feeling that they 
are understood. Clinicians actually implementing interpersonal therapy must, however, 
also have clear understanding of the protracted nature of recovery (Jones et al., 1993). 
This is essential for clear explanation of the treatment rationale, and should prevent 
upset in both parties when there is no immediate change in eating behaviour (Fairbum, 
1997).
Lastly, present confusion in the outcome literature as to what constitutes 
recovery, impresses the need to address this topic in therapy (Jarman et al., 1999). 
Jarman and Walsh (1999) state that therapists and patients are likely to have 
conceptualised different ‘subjective understandings’ of disordered eating. They 
explain that consequently they may have different beliefs pertaining to the meaning of 
recovery (Jarman et al., 1999). This indicates that frank discussion is required to verify 
that treatment goals are truly shared (Jarman et al., 1999).
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Implications for the provision of clinical services
Review of the treatment outcome studies indicates, that given the temporal 
differences in treatment action, CBT should be recommended as the treatment of 
choice for eating disorders (Agras et al., 2000; Fairbum, 1997). The utility of IPT 
should not be undermined though, as it is likely that certain clients would 
preferentially benefit from this approach. IPT is non-directive, and may be more 
acceptable to individuals at the ‘precontemplation’ and ‘contemplation’ stages of 
change (Prochaska & DiClemente, 1986). Such clients either fail to accept that their 
eating behaviour is disordered, or are ambivalent about the need for change 
(Prochaska et al., 1986); they typically lack motivation for therapy, and may benefit 
from an intervention, like IPT, with no specific focus on eating behaviour (Jarman et 
al., 1999). Similarly, individuals dogged by the ‘shame and secrecy’ of their binging 
and purgative behaviour may better respond to IPT (Jones et al., 1993). Either way, it 
seems likely that the subjective meaning clients attach to their eating disorder will 
determine whether CBT or IPT is the ultimate treatment of choice (Jarman et al., 
1999). This matching of clients to treatment type is necessary given implementation of 
The NHS Plan (Department of Health, 2001b) and Mental Health National Service 
Framework (Department of Health, 1999); both specify the need for clear evidence 
based treatment protocols.
The fact that both therapies seem to effect the same outcome, while operating 
through different treatment mechanisms, points to the intrinsic value of integrating the 
two approaches (Fairbum, 1993); the rationale being that speed and extent of recovery 
may actually be enhanced. Indeed, Fairbum is currently piloting IPT combined with a 
CBT ‘self-help’ programme (Fairbum, 1997). Similarly, the drive for cost effective 
services indicates the need to verify the efficacy of group IPT and CBT (Department 
of Health, 2001a). Such research is only at a preliminary phase though, and 
considerable investigation is required (Wilfley, Agras, Telch, Rossiter, Schneider, 
Golomb Cole, Sifford & Raeburn, 1993).
Requirement to further the clinical utility of research
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Evidence reviewed in this discussion points to the need to further develop the 
clinical utility of research (Anderson & Maloney 2001). It indicates that existing 
models of eating disorder are inadequate, and points to the requirement for more 
comprehensive theoretical rationales (Jarman et al., 1999). Evidence for the validity of 
features not encompassed by either the interpersonal or CB models points to the 
deficiencies of such approaches; it posits the need for integration of the role of affect 
and general well being (Jarman et al., 1999). In this respect, research drags behind 
clinical practice, which already accommodates such factors (Jarman et al., 1999). 
Similarly, clinicians are left to struggle with ambiguous criteria for recovery (Jarman 
et al., 1999); a serious hindrance given the requirement specified by clinical 
governance for the evaluation of service provision (The Department of Health, 1998). 
For the same reason, therapists must remain acutely aware of the limitations of 
existing psychometric measures (Jarman et al., 1999). Treatment efficacy will also 
remain limited until further research is conducted with specific focus on the 
mechanisms of treatment action (Fairbum, 1997)
Conclusion
This text has considered theoretical evidence and treatment efficacy data for 
CB and interpersonal approaches to eating disorders. It is surmised that both models 
have sound theoretical rationales, although caveats do remain in the research literature. 
Moreover, CBT is posited as having better efficacy for both BN and AN, although the 
latter disorder still requires considerable investigation. It also seems that place does 
exist for the continued application of IPT to eating disorders. Ultimately, it is 
theorised that the subjective meaning clients attribute to their eating disorder will 
determine whether CBT or IPT is the specified treatment of choice (Jarman et al., 
1999). Finally, this discussion points to the considerable need to further the clinical 
utility of research. It illustrates the need to develop more comprehensive models of 
eating disorder, the requirement for clearer guidelines for recovery, and the need to 
further improve treatment efficacy (Jarman et al., 1999).
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Introduction
The term Teaming disabilities’, as a diagnostic category, does not denote a 
homogeneous population (Emerson, Hatton, Bromley & Caine, 1998). It is a blanket 
classification used to describe impaired cognitive ability that is manifest prior to 
adulthood, and coupled with deficits in social functioning (Department of Health 
[DH], 2001; World Health Organisation [WHO], 1994). Indeed, while the ICD-10 
classification system does distinguish between levels of cognitive disability (mild 
[IQ<70] -  profound [IQ<20]), it cannot feasibly encompass the presenting variations 
in cognitive profile, or the frequently co-morbid emotional and physical difficulties 
(WHO, 1994). As such, this review will focus on Down’s syndrome (DS), a genetic 
disorder characterised by trisomy of chromosome 21 (Pietrini, Dani, Furey, 
Alexander, Freo, Grady, Mentis, Mangot, Elliott, Simon, Horwitz, Haxby & Schapiro, 
1997). Heterogeneity is of course evident in the DS population; yet genetic 
determination does predispose such individuals to particular cognitive impairments 
and health problems (Burt & Aylward, 1999). For instance, specific association is 
made between DS and dementia of the Alzheimer’s type (Holland, 1999).
‘Dementia’ is equally an overarching term, and one that is applied loosely to 
those disorders characterised by the ‘development of multiple cognitive deficits’ 
(American Psychiatric Association [APA], 2000). Both the DSM-IV-TR and ICD-10 
classification systems do, however, specify that in such disorders memory impairment 
is the primary disturbance (APA, 2000; WHO, 1994). Such learning and recall deficits 
are then accompanied by deterioration in a range of other cognitive abilities (e.g. 
orientation). Diagnosis requires that such impairments debilitate the individual, 
handicapping adaptive behaviour1. Cognitive deficits must equate with a worsening in 
ability, lead to personality change, be distinguishable from deliriums and represent at 
least a six-month trend (APA, 2000; WHO, 1994). The ICD-10 criterion, that 
dementias are ‘irreversible’, is also adopted in this review, given its specific focus on 
Alzheimer’s disease (AD) (WHO, 1994). Alzheimer’s is a ‘primary degenerative 
cerebral disease’, the aetiology of which is yet to be determined (WHO, 1994); the
1 Adaptive behaviour is defined as ‘the effectiveness or degree with which the individual meets the 
standards of personal independence and social responsibility expected of his age or cultural group’ 
(Grossman, 1977 cited in Prasher, 1999).
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exclusion of other possible conditions (i.e. depression, delirium or physical cause) is 
as such required before diagnosis can be made (Burt et al., 1999).
Prevalence rates of AD in DS vary, and are to a degree dependent on each 
study’s choice of assessment and research design (Zigman, Schupf, Haveman & 
Silverman, 1997). There is general consensus though, that almost everyone with DS 
eventually develops the neuropathology associated with AD (e.g. Zigman et al., 1997). 
Moreover, many individuals with DS go on to present with the symptoms of dementia, 
with prevalence rates considerably higher than those estimated for the general 
population (Cooper, 1997). Overall rates vary from 10% to +75% (Zigman et al.,
1997), but can readily be differentiated as age-related increments (e.g. 11% - ages 40- 
49, 66% - ages 50-59, 77% - ages 60-69 [Visser, Aldenkamp, Van Huffelen, Kuilman, 
Overweg & Van Wijk, 1997]). The onset of the disease is also comparatively early 
given the typical association between AD and advanced old age (Holland, Hon, 
Huppert, Stevens & Watson, 1998). Indeed, this early incidence, coupled with 
syndrome specific neuropathology, means that recommendations for the management 
of AD in DS cannot be reliably extended to other types intellectual disability (Oliver,
1999).
This text will primarily review non-biomedical approaches to the diagnosis 
and management of AD. Indeed, in the absence of evidence based clinical practice 
guidelines, a variety of psychological assessment and intervention procedures are 
currently used with people with DS. This text will briefly outline standards for 
practice, prior to critically appraising such tools.
Critique of assessment approaches
Standards for assessment
Diagnostic criteria
Recommendation by the Working Group for the Establishment of Criteria for 
the Diagnosis of Dementia in Individuals with Intellectual Disability
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(AAMR/IASSID2) is that the ICD-10 diagnostic criteria for AD be applied to such 
individuals (WHO, 1994). This provides clear standards for assessment (Burt et al., 
1999). Essentially, it clarifies the requirement that the exclusionary criteria be met, 
and documents the need for evidence of decline in cognitive function (Burt et al., 
1999). Given that pre-morbid functioning in individuals with DS is both varied and 
impaired, it emphasises the need for individual baseline assessments (Burt et al.,
1999). The validity of assessment measures is then determined by their ability to 
differentiate dementia from natural aging at reassessment (Oliver, 1999). It is within 
this context that the efficacy of assessment measures will be considered.
Evidence base
Another essential yardstick for the appraisal of assessment tools is their ability 
to measure decline in both cognitive and non-cognitive domains (Aylward, Burt, 
Thorpe, Lai & Dalton, 1997). With regards this, caveats remain in the research 
literature, owing to a relative dearth of prospective studies able to plot disease 
progression (Devenny, Krinsky-McHale, Sersen & Silverman, 2000). Moreover, 
within the limited evidence base that does exist disparities are common. Research 
does largely point to an early deterioration in memory (Devenny et al., 2000), yet, 
there is also claim of a ‘pre-clinical phase’ governed by changes in personality 
(Holland, Hon, Huppert & Stevens, 2000). Likewise, whilst association has been made 
between end stage dementia and the onset of epilepsy, it seems that seizures may 
actually be typical of disease onset in the severely learning disabled (Cosgrave, 
Tyrrell, McCarron, Gill & Lawlor, 2000); this may point to differential disease 
progression, dependent on the level of pre-morbid cognitive function (Cosgrave et al.,
2000). Indeed, current dispute necessitates the holistic assessment of cognition, 
personality and behaviour to ensure that appropriate diagnosis is made (Burt et al., 
1999).
2 American Association of Mental Retardation/International Association for the Scientific Study o f  
Intellectual Disability
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Neuropsychological assessments
This section will appraise psychometric assessments specifically used for the 
diagnosis of dementia in DS (Mental status examinations). It will also consider those 
tests that have other specific functions, but that clinically have been used with this 
population in the assessment of cognitive decline.
Mental status examinations
The AAMR/IASSID working group identified two mental status examinations 
believed to merit clinical application in the assessment of AD in DS (Aylward et al.,
1997): the Test for Severe Impairment (TSI; Albert & Cohen, 1992) & the Down 
Syndrome Mental Status Examination (DSMSE; Haxby, 1989). At the time of report 
lack of data prevented the endorsement of one assessment over the other (Aylward et 
al., 1997). However, recent validation studies do marginally favour use of the TSI, 
especially when assessing cognitive decline in individuals with severe intellectual 
disability (Cosgrave, McCarron, Anderson, Tyrell, Gill & Lawlor, 1998). Both tests 
though, do endeavour to assess those cognitive domains whose regression is 
associated with AD (Aylward et al., 1997). Moreover, they have been standardised 
and do have established criterion validity (Aylward et al., 1997; Cosgrave et al.,
1998). When used as a benchmark for one another concurrence between the two tests 
was high (.94 p<.001; Cosgrave et al., 1998). Also, in research assessing individuals 
with severe learning disability, significant correlation was found between the TSI and 
the Mini-Mental State Examination (MMSE - an assessment of cognitive decline in 
the general population; Albert & Cohen, 1992). The TSI was also found to 
demonstrate more sensitive discrimination of cognitive change than the MMSE 
(Jacobs, Albert, Sano, del-Castillo-Castaneda, Paik, Marder, Bell, Brandt, Albert & 
Stem, 1999).
Evidence of test-retest and interrater reliability encourages tentative support 
for use of the TSI (Cosgrave et al., 1998). Yet until equivalent investigations are 
conducted using the DSMSE true comparison cannot really be made (Aylward et al.,
1997). The TSI does provide more detail though, regarding the cognitive impairment
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of individuals with severe intellectual disability; floor effects are not typically 
observed until AD is quite advanced (Cosgrave et al., 1998). Conversely, individuals 
with severe learning disability frequently fail to score on the DSMSE (Tyrrell, 
Cosgrave, McLaughlin & Lawlor, 1996). It may be argued though, that the TSI still 
has poor test sensitivity; that is, given that it is consistently the same four test items 
that enable such persons to score (Cosgrave et al., 1998). Both tests are able to 
differentiate between the varying levels of learning disability, however, and 
significant score differences do exist between individuals with DS with and without 
AD; the exception being at the level of severe learning disability (Cosgrave et al.,
1998)
Specific recommendation for use of the TSI in individuals with DS is that only 
eight of the test items necessitate a verbal response (Cosgrave et al., 1998). Indeed, 
individuals with DS typically have impaired verbal ability, which often hinders test 
administration (Cosgrave et al., 1998). The TSI also has the distinct advantage that it 
takes only ten minutes to administer (Cosgrave et al., 1998); a definite ethical benefit 
given the need for the regular reassessment of individuals with AD (Oliver, 1999). 
Yet, while the restricted number of items assessing each of the cognitive domains 
seems not to have affected internal consistency (.89; Cosgrave et al., 1998), it does 
raise questions regarding construct validity (Barker, Pistrang & Elliott, 1994). Only 
one study (n=26) has made exploratory validation analyses, and until factor and 
discriminant analyses are conducted, presumption regarding construct validation 
should not be made (Barker et al., 1994; Foldi, Majerovitz, Sheikh & Rodriguez,
1999). Moreover, the TSI fails to provide any assessment of visuo-spatial ability, 
orientation or praxis; these domains typically show decline in individuals with DS and 
AD, and are included in the DSMSE (Haxby, 1989).
Overall, until further validation studies are completed, it is impossible to verify 
which mental state examination provides the more accurate information regarding the 
diagnosis of AD in DS (Aylward et al., 1997). Neither assessment is able to specify 
what represents a significant cognitive decline, nor is able to differentiate between the 
different stages of AD (Aylward et al., 1997; Cosgrave et al., 1997). There is obvious 
advantage though, in use of the TSI with persons with severe intellectual impairment, 
and those who pre-morbidly have impaired language ability (Cosgrave et al., 1998).
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Other assessments o f cognitive ability 
Omnibus Tests
Tests not purposefully designed to assess dementia lack construct specificity; 
this means that decline at reassessment cannot necessarily be attributed to dementia 
(Oliver, 1999). This places heavy reliance on clinical interpretation, and is far from 
ideal. Yet, documented evidence of similarity between the sequence of AD in DS 
(with mild impairment), and that found in the general population, does lend some 
validity to the use of these tests (Holland et al., 2000; Wechsler, 1997). As such, it is 
the omnibus tests that have the greatest utility, facilitating comprehensive assessment 
of a wide range of cognitive domains (Devenny et al., 2000). Indeed, both the 
Wechsler Adult Intelligence Scale — Third Edition (WAIS-IIIUK; Wechsler, 1997) and 
the Leiter International Performance Scale - Revised (Leiter-R; Roid & Miller, 1997) 
allow appraisal of most of the cognitive abilities associated with decline in AD. The 
obvious exception is orientation, which is not assessed by the Leiter-R, and which is 
included only at a high level in the information subtest of the WAIS-IIIUK (Kaufman 
& Lichtenberger, 1999). Both of these tests have also been standardised on general 
populations, and as such can only provide a gauge of baseline impairment relative to 
their respective norms (Roid et al, 1997; Wechsler, 1997). Furthermore, the inherent 
problem of floor effects means that only mildly impaired individuals with DS can be 
assessed using these tools (Burt et al., 1999). The WAIS-IIIUK does have some 
advantage though, in that it has been anglicised (Wechsler, 1997).
Floor effects are less likely to occur with use of the Leiter-R as this test has 
been standardised on children (Roid et al, 1997). Yet there are concerns, regarding the 
validity of using tests normed on children to assess adults with DS (Kline, 1990). 
Despite such shortcomings though, it is a non-verbal test, which may favour its 
administration (Roid et al, 1997). As mentioned previously, poor verbal function is 
characteristic of DS, so that a test with no reliance on language may improve the 
reliability of the assessment (Cosgrave et al., 1998). Indeed, providing a baseline 
assessment is completed prior to the onset of cognitive decline, the Leiter-R may 
provide a useful means of monitoring change in ability levels over time (Burt et al., 
1999). The main difficulty relates to determining if cognitive decline is greater than
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that due to aging (Oliver, 1999). Moreover, likelihood is that as AD progresses the test 
floor may be reached even with individuals with mild learning disability (Burt et al.,
1999).
Domain specific assessments
Tests designed to assess discrete areas of cognitive function have varying 
degrees of utility in the assessment of AD (Burt et al., 1999). They must of course be 
used in conjunction with other assessment measures to ensure that a full cognitive 
profile is obtained (Burt et al., 1999). Yet, they may have a specific function when 
thorough testing is required to ensure that particular cognitive domains are accurately 
appraised (Burt et al., 1999). For instance, individuals with DS may exhibit substantial 
differences between auditory and visual memory levels, and, as such, thorough 
assessment of both modalities is required (Marcell & Weeks, 1988). The WMS-III 
(Wechsler, 1997) is probably best recommended to suit this purpose given that it 
provides a comprehensive assessment of memory function, and includes appraisal of 
the ability to retain new information (Thompson, 1999). Conversely, use of the 
Rivermead Behavioural Memory Test (Wilson, Cockbum & Baddeley, 1991 cited in 
de Wall, Wilson & Baddeley, 1994) is not advised as it was designed as a screen, and 
lacks the sensitivity required to identify small performance decrements (de Wall et al., 
1994). As with the omnibus tests, the main confounds associated with domain specific 
assessments are floor effects and the absence of population specific norms (Burt et al.,
1999).
Summary
Recommendation is primarily for use of the mental status examinations as 
these are specifically tailored to assess decline in those cognitive domains typically 
impaired in co-morbid DS & AD (Albert & Cohen, 1992; Haxby, 1989). Yet construct 
validity for such tests is still to be established, and they fail to provide sensitive 
assessment of individuals with severe intellectual disability (Cosgrave et al., 1998). As 
such, no specific measure can be commended without reserve (Aylward et al., 1997; 
Tyrell et al., 1996). Test-retest reliability for the TSI does, however, marginally favour
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its use; it allows the reliable monitoring of longitudinal changes in cognitive function 
(Aylward et al., 1997; Cosgrave et al., 1998). It is not currently possible though, to 
determine what represents a significant decline or to predict future rates of 
deterioration (Cosgrave et al., 1998). As such, in the absence of floor effects, the 
repeat administration of other assessments will at times be required to accurately 
gauge cognitive decline (Aylward et al., 1997). Furthermore, it must be acknowledged 
that the isolated use of neuropsychological assessments will, at times, lead to 
misdiagnosis (Burt et al., 1999). It is essential that direct cognitive assessment be 
coupled with both medical investigation and informant report to prevent false positive 
diagnosis (Burt et al., 1999). Yet, ethical considerations cannot be sidelined; the 
requirement exists to balance the need for accurate prospective assessment against the 
effect of repeat testing on quality of life (Oliver, 1999).
Informant report measures
Both population specific and more general informant report measures are used 
in the assessment of AD in DS (Prasher, 1999). This text will give primary 
consideration to the former, namely the dementia scales, but brief reference will be 
made to the utility of other clinically relevant measures.
Dementia scales
The various dementia scales have the distinct benefit of requiring only 
caregiver participation (Oliver, 1999). They have also been specifically developed to 
assess both the cognitive and behavioural domains reported to decline in persons with 
DS and AD (Prasher, 1999). Indeed, research has demonstrated differing rates of 
decline in both the cognition and adaptive behaviour of elderly persons with DS (>50 
years) with and without the disease (e.g. Prasher, Chung & Haque, 1998). Numerous 
informant assessments purport to satisfactorily assess such decline, but most have 
inherent confounds (Deb & Braganza, 1999). For instance, the Multi-Dimensional 
Observation Scale for Elderly Subjects, modified for use with persons with DS, does 
not provide absolute scores for the diagnosis of AD (Dalton & Fedor, 1997 cited in 
Deb et al., 1999). Likewise, the Early Signs of Dementia Checklist was standardised
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only on institutionalised individuals (Visser, Aldenkamp, van Huffelen, Kuilman, 
Overweg & van Wijk, 1997). As such, current opinion is that further research is 
required to verify the merit of such tools (Deb et al., 1999). In the meantime, evidence 
does exist for the relative validity of two scales: the Dementia Scale for Down’s 
syndrome (DSDS; Gedye, 1995 cited in Aylward et al., 1997) and the Dementia 
Questionnaire for Persons with Mental Retardation (DMR; Evenhuis, 1992).
The DSDS is rigorous in that it requires that two caregivers be interviewed 
(Deb et al., 1999). It also allows distinction to be made between longstanding 
behaviours and those with a more recent onset (Deb et al., 1999); this is especially 
useful, given that there is a high pre-morbid incidence of idiosyncratic behaviours in 
the DS population (Harper, 1993 cited in Burt et al., 1999). Moreover, cut off scores 
are used to determine dementia severity, although instrument sensitivity is queried 
when diagnosing individuals possibly in the early stages of decline (Deb et al., 1999). 
Evidence for concurrent validity is provided though, by comparison with clinicians’ 
diagnosis, and overall does point to acceptable test sensitivity (0.85; Deb et al., 1999). 
Specificity also appears adequate (0.89), although effect sizes are not reported (Deb et 
al., 1999). Indeed, the limited size of the validation study (n=26 with DSDS diagnosed 
dementia) does raise concern regarding claims that the DSDS permits differential 
diagnosis (Deb et al., 1999). Questions relating to depression certainly do not allow 
comprehensive assessment of this disorder, and criticism has been made that specific 
items cause interpretation difficulties (Deb et al., 1999).
Utility of the DMR is that considerable emphasis is given to the assessment of 
memory, an accepted early symptom of AD (Deb et al., 1999). Moreover, it has the 
distinct benefit of providing both absolute cut off scores, and longitudinal change 
scores (Evenhuis, 1996). The test’s author also purports that test sensitivity is 100%; a 
validity claim that is further strengthened by specificity reports for DS persons of 
75%; it is posited that specificity is unaffected by the initial level of learning disability 
(Evenhuis, 1996). Yet, independent assessment of the DMR has since identified a 
number of constraints (Prasher, 1997). Indeed, Prasher (1997) obtained sufficiently 
low specificity (47% - absolute scores) to warrant the proposed modification of the 
cut-off scores. He suggested that, instead of the original either/or criteria, both the sum 
of the cognitive scores and the sum of the social scores must reach the absolute cut-off 
before diagnosis may be made (Prasher, 1997). Even with these modified criteria,
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however, misdiagnosis remains an issue (18.5% - absolute scores; Prasher, 1997). 
Furthermore, the use of longitudinal changes scores is cautioned against given recent 
reports of poor sensitivity, and the observation of ceiling effects (Prasher, 1997; 
Evenhuis, 1996). It is felt that regular reassessment using the modified absolute 
criteria currently provides the most valid results (Prasher, 1997). Overall 
recommendation is that the DMR be administered alongside other measures to prevent 
inaccurate diagnosis (Deb et al., 1999; Evenhuis, 1997).
Additional measures o f adaptive behaviour
Measures of adaptive behaviour not specifically developed for the assessment 
of dementia, not surprisingly, lack content validity (Barker et al., 1994). They also 
vary in their degree of sophistication. For instance, the Hampshire Assessment for 
Living with Others (HALO) provides only a total score, with higher scores indicating 
a lower level of independence (Shackleton-Bailey & Pidcock, 1983). Conversely, the 
Vineland Adaptive Behaviour Scales are standardised and do provide supplementary 
norms for individuals with intellectual disability (Sparrow, Balia & Cicchetti, 1984). 
Yet, despite good test-retest reliability, even the supplementary norms should not be 
used with persons with DS (Sparrow et al., 1984). In the absence of a DS norm group, 
prospective assessment must be used to develop individual baselines (Oliver, 1999). 
This is especially important given that elderly individuals with DS show significantly 
greater declines in adaptive function than age-matched non-DS learning-disabled 
controls (Schupf, Silverman, Sterling & Zigman, 1989).
Summary
The main value of informant report measures is that clients are not subject to 
the stress that is often associated with direct assessment or prolonged observation 
(Oliver, 1999). Reliance on informants is, however, associated with increased test 
error, and where possible, to reduce this, multiple caregivers should be interviewed 
(Burt et al., 1999). The clinician must also be aware that clients may lack the 
opportunity to complete cognitively demanding tasks; this may obscure gradual 
decline in function and lead to underreporting (Oliver, 1999). Moreover, it is likely
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that caregivers may begin to anticipate the needs of persons with DS and early AD; 
this may cause them to inadvertently underestimate their support needs (Oliver, 1999). 
There are also problems inherent in assessing individuals with severe learning 
disability using measures of adaptive behaviour; when significant longitudinal change 
scores are required, low pre-morbid levels of adaptive function may hinder diagnosis 
(Evenhuis, 1996).
Conclusions & assessment recommendations
Both informant and neuropsychological assessments of AD in DS are currently 
subject to confounds that may impede accurate diagnosis (Burt et al., 1999). Yet in the 
absence of any ‘gold standard’ for assessment it is difficult to quantify existing 
margins of error (Oliver, 1999). Limited research does indicate reasonable 
correspondence between direct assessment and informant report (Burt, Primeaux-Hart, 
Phillips, Greene, Loveland, Cummings, Lewis, Lesser, Cleveland & Chen, 1999b). 
However, concurrence is affected by factors such as the level of learning impairment. 
As such, recommendation is that both types of assessment are used (Burt et al., 
1999b). Furthermore, it is essential that a holistic approach to assessment be adopted, 
given the need to meet the additional exclusionary criteria required for a diagnosis of 
AD (Aylward et al., 1997); neither the direct assessments or informant measures allow 
accurate differential diagnosis, and nor are they sufficiently sensitive to regression in 
individuals with severe intellectual disability (e.g. Deb et al., 1999; Cosgrave et al.,
1998).
The AAMR/IASSID Working Group has proposed that baseline assessments 
be conducted as standard in individuals with learning impairment (Aylward et al., 
1997). It is posited that such assessments should be completed by the age of twenty- 
five (Burt et al., 1999). It is then recommended that at reassessment direct and 
informant measures be complemented with psychiatric and medical evaluation (Burt 
et al., 1999). Scales such as the Reiss Screen for Maladaptive Behaviour may be used 
to provide preliminary measures of psychopathology (Reiss, 1987 cited in Aylward et 
al., 1997). However, a full psychiatric evaluation is required to eliminate differential 
causes, such as depression (Aylward et al., 1997). Physical examinations will equally 
need to be tailored to meet individual requirements. For instance, whilst persons with
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mild to moderate disability may be assessed using standard visual and auditory 
measures, modifications are necessary for the severely learning disabled (e.g. Mackie 
& McCullock, 1995 cited in Burt et al., 1999). Neurological procedures may also be 
used to identify ‘localising signs’ typically associated with dementia in persons with 
DS (e.g. disordered gait and myoclonus; Evenhuis, 1990 cited in Burt et al., 1999).
Essentially a ‘dementia work-up’ is required with standards equivalent to those 
provided in the general population; procedural modifications should only be made 
where necessary (Jarvick, Lavretsky & Neshkes, 1992 cited in Burt et al., 1999). 
Likewise, a diagnosis of AD must only be given, once other potential aetiologies, 
including other forms of dementia, have been excluded (e.g. neuroleptic-induced 
dementia; Gedye, 1998). Yet the requirement remains for a ‘person-centred approach’ 
(DH, 2001); factors such as the impact of stress on adaptive function must be 
considered when developing a test battery for individuals with DS (Holland, 1999). 
Ultimately, given the apparent disparity between rates of neuropathology and actual 
disease prevalence, further research is required to determine specific risk factors 
(Zigman et al., 1997). This would allow for considerable streamlining of the 
assessment process, and would also have implications for the treatment of AD in DS 
(Aylward et al., 1997).
Critique of treatment approaches
Research has not specifically assessed the efficacy of treatment approaches for 
AD in DS (Janicki & Dalton, 1999). Moreover, studies evaluating pharmacological 
treatments for the general population have tended not to consider their application to 
persons with intellectual disability (Arshad, Sridharan & Brown, 2001). For instance, 
The National Institute for Clinical Excellence (NICE) has published ‘Guidance on the 
Use of Donepezil, Rivastigmine and Galantamine for the Treatment of AD’ (NICE, 
2001 cited in Arshad et al., 2001). Yet, prescription recommendation is for individuals 
with an MMSE score greater than twelve (NICE 2001 cited in Arshad et al., 2001). 
The MMSE cannot be reliably used with DS, as there are no population specific 
norms. The use of comparable cut-off scores is also inequitable given pre-morbid 
levels of impairment (Deb et al., 1999). NICE provides no supplementary guidelines 
though, for the use of anti-dementia drugs in persons with intellectual disability and
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dementia (Arshad et al., 2001). Furthermore, such disparities contravene the 
Government’s initiative to reduce ‘health inequalities’; an objective outlined in the 
recent White Paper ‘Valuing People: A New Strategy for Learning Disability for the 
21st Century’ (DH, 2001).
The AAMR/IASSID Working Group has provided ‘Practice Guidelines for., 
[the] Care Management of Adults with Intellectual Disability and Dementia’ (Janicki, 
Heller & Hogg, 1996). This protocol is not based on the outcome of randomised 
control trials, but does provide a logical rationale for treatment. It points to the need 
for the ‘systematic treatment’ of medical complaints, and emphasises the need to treat 
co-morbid psychiatric conditions (Janicki et al., 1996). The use of neuroleptics to 
mediate behaviour is also cautioned against, given the finding that such drugs further 
impair cognitive function (Gedye, 1998). Moreover, the need for multi-disciplinary 
working is stressed (Janicki et al., 1996); a recommendation that coincides with the 
government’s ‘partnership’ initiative - an objective designed to promote effective 
inter-service liaison (DH, 2001).
With regards skills maintenance, research does suggest that strategies designed 
to enhance adaptive function may also delay the development of AD (Temple, 
Jozsvai, Konstantareas & Hewitt, 2001). This principle is applied to the treatment of 
early and middle stage dementia. The onus is on achieving a balance between those 
activities designed to promote function preservation and the introduction of 
appropriate supports (Janicki et al., 1996). Indeed, the need for environmental 
modification is inevitable, and practical suggestions are made in line with changing 
levels of function (Janicki et al., 1996). For instance, early declines in memory will 
necessitate the use of prompts, and the daily routine must be organised to minimise 
confusion (Janicki et al., 1996). It is essential that the immediate environment offer 
stability, given that stress is a known precipitant of at least temporary cognitive 
decline (Holland, 1999). In the latter stages of dementia the emphasis switches to one 
of nursing care in line with the loss of primary functions such as ambulance, and 
eating (Janicki et al., 1996).
Guidelines for the maintenance of communication skills in AD are based on 
knowledge of the pattern of language deterioration (Frank 1994 cited in McCallion,
1999). It is recognised that pragmatics are typically lost shortly after disease onset, 
with decline typically observed in abilities such as speech coherence and turn taking
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(Ripich, 1994 cited in McCallion, 1999). Following speech deterioration emphasis is 
transferred to other modes of expressed communication (e.g. photographs), and 
caregivers are encouraged to modify their own language so as to reduce the sufferer’s 
confusion (McCallion, 1999). Evidence for the prolonged maintenance of receptive 
language, however, points to the need for caregivers to ensure that visual cues are 
reinforced with vocalisation (McCallion, 1999). Indeed, research suggests that, even 
in the latter stages of dementia, individuals are able to comprehend cues such as those 
conveyed through the use of intonation (McCallion, 1999).
Essentially, suggestions for minimising the adverse effects of decline in AD 
are borrowed from a wide range of scientific fields (McCallion, 1999). For instance, it 
is recognised that poor depth perception, a feature of AD, significantly increases the 
risk of falls (Lord & Dayhew, 2001). As such, risk assessments are essential and 
common sense interventions must be used. For instance, stair use should be avoided, 
and, whilst ambulant, physical supports may be required (Newroth & Newroth, 1980). 
Likewise, the recommendation for carer support is based on research findings into 
terminal illness and bereavement (Almberg, Grafstroem & Winblad, 2000). The 
rationale for the psycho-education of people caring for those with progressive 
illnesses also has a firm evidence base (e.g. Remien & Christopher, 1996), and the 
valid application of systems theory to the care of individuals with learning disabilities 
is widely acknowledged (Hennicke, 1993). Yet, the need remains to systematically 
trial care packages for persons with DS and AD. It is necessary to use evidence-based 
interventions to tackle existing variations in the quality of care management (DH, 
2001).
Conclusion
Considerable caveats remain in the research literature relating to the 
assessment and treatment of persons with DS and AD (Aylward et al., 1997); a 
perturbing surmise given the increasing number of elderly individuals with DS who 
are at risk of the disease (Zigman et al., 1997). Indeed, the resource and clinical 
implications are manifold, and are yet further increased when consideration is given to 
those learning disabled persons not included in this review (Zigman et al., 1997). The 
prevalence of other forms of dementia in individuals with DS also requires
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investigation, and, as such, emphasis must be given to the need for greater 
collaboration between academics and clinicians (Aylward et al., 1997). The primary 
need is for the large-scale standardisation of test batteries, akin to those developed for 
the general population (CERAD - Morris, Heyman & Mohs, 1989 cited in Aylward et 
al., 1997). Such developments would enhance knowledge of the sequence of decline 
in the varying types of dementia, and would inform treatment approaches (Aylward et 
al., 1997). Yet, in clinical practice, any such advances must be appraised within the 
context of the Government’s aims for individuals with learning disability. Namely, the 
key principles regarding ‘rights, independence, choice and inclusion’ must be 
honoured within the remit for ‘person-centred planning’ (DH, 2001).
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Introduction
The conceptual features thought to distinguish Bion’s notion of containment 
from Klein’s delineation of projective identification (PI) have been the subject of 
much theoretical debate (Meltzer, 1982; Sandler, 1987). Discussion has focused on the 
degree of compatibility between the two concepts, whilst at the same time addressing 
theorised differences in their clinical expression (Meltzer, 1982). Moreover, the 
demand for conceptual clarity has been driven by the clinical need to ascertain how 
these constructs may be used effectively in therapy (Meltzer, 1982); a longstanding 
professional practice requirement that has more recently been heightened by the 
introduction of clinical governance within the NHS (Baker & Benjamin, 2000; 
Department of Health [DH], 1997).
This text briefly describes the two concepts as they were originally expounded 
(Bion, 1959; Bion, 1961; Klein, 1946); the acknowledgement being that, as Kleinian 
concepts, both have their origin in psychoanalytic work with children (Hinshelwood,
1994). Concept intelligibility is then considered, prior to appraisal of the empirical 
evidence for their respective theoretical rationales. Clinical application of the concepts 
as tools for enhancing understanding and practice in therapeutic work with children is 
then discussed. It is presumed that the reader is fully familiar with Klein’s ‘object- 
relations/drive structure theory’ from which both concepts were originally derived 
(Spillius, 1994, p.l).
Proiective identification
Klein associates PI primarily with the paranoid-schizoid position (Klein, 
1946). This is typically associated with the first few months of life, when infants are 
thought to be subject to intolerable ‘psychotic anxieties’ (Klein, 1946, p.l). The 
premise being that such fears stem from the omnipotence of the ‘death instinct’, the 
terror of self-destruction (Klein, 1946, p.5; Rycroft, 1995). It is theorised that to 
reduce these anxieties a number of ‘ego-defences’ are activated (Klein, 1946, p.2). 
These mechanisms operate initially at the level of part objects, and are said to affect 
the development of the structures of the mind (Gomez, 1997). One such defence is PI 
(Klein, 1946). The infant is theorised to eject
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‘dangerous substances (excrements) out of the self and into the mother. 
Together with these harmful excrements, expelled in hatred, split-off parts of the ego 
are also projected....into the mother. These excrements and bad parts of the self are 
meant not only to injure but also to control and to take possession of the object’ 
(Klein, 1946, p.8).
Indeed, to ameliorate intrapsychic distress insufferable parts of the self are 
ejected into the object. This serves to distance the self from the ‘bad parts’, but also 
sets up persecutory fears (Gomez, 1997; Klein, 1946, p.8). As such, the infant 
endeavours to take over the object so as to obtain control of the despised projected 
parts of the ego (Sandler, 1987). Moreover, the object ‘projected..into' is that 
developed by introjection (Klein, 1946, p.8; Sandler, 1987); the mechanism by which 
an internal mental representation takes possession of the characteristics of an external 
object (Rycroft, 1995). Klein did not perceive this process as impinging on the real 
external object (Sandler, 1987). Yet, at an unconscious level, phantasies are believed 
in, and may be so strong as to influence the child’s affect (Hinshelwood, 1994).
Alongside the bad object the ‘prototype of a loving object relationship’ is 
created by similar means (Steiner, 1992, p.47). Mobilised by the ‘life instinct’ these 
good objects are segregated from the bad by a divisive object split (Steiner, 1992, 
p.47). Given that these states of good and bad alternate, with the oppositional state 
forgotten, the object is then either idealised or fearfully detested (Steiner, 1992). This 
fragmentation persists until, from six months of age onwards, the infant makes 
tentative progress towards the depressive position (Klein, 1946). The depressive 
position represents developmental progress in terms of the infant’s capacity to 
assimilate whole objects; it allows the infant to sense the persecutory and idealised 
part objects as one unitary being (Steiner, 1992). This leads to ambivalence, coupled 
with guilt, and a sense of bereavement for the idealised part object (Klein, 1946; 
Steiner, 1992).
Klein emphasises the use of defence mechanisms in the paranoid schizoid 
position as a normal developmental process (Klein, 1946). Yet, when development is 
hindered the defence mechanisms, including PI, are implicated in pathology 
(Hinshelwood, 1994; Klein, 1946).
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Containment
Containment, like PI, is conceptualised as operating at the level of part objects, 
but is for Bion a communication as well as an ego defence, fulfilling a fundamental 
developmental role in his ‘theory of thinking’ (Bion, 1961, p.178; O’Shaughnessy, 
1981, p. 177). Where thinking is a ‘human link... an emotional experience of trying to 
know oneself (O’Shaughnessy, 1981, p.177-178). For Bion, thinking capacity is 
determined by thought generation and by the capability of the ‘thinking’ apparatus 
responsible for thought processing (Bion, 1961, p. 179). It is posited that thoughts vary 
in complexity, existing as preconceptions in their most basic form, and as concepts 
once formally defined (Bion, 1961). The rationale being that preconceptions equate 
with expectations, and that conception follows the marrying of a preconception with a 
concrete recognition (Bion, 1961). Providing the infant is able to incorporate the 
reality, even an unfulfilling reality, with the expectation this activates the mechanisms 
required for learning, of which containment is one (Bion, 1961).
Containment involves the infant’s use of PI in typical Kleinian fashion to expel 
the fear of self-annihilation (Bion, 1959). Yet, Bion further proposes that an 
‘understanding mother’, one with sufficient ‘reverie’, will assimilate these anxieties 
(Bion, 1959, p.96; O’Shaughnessy, 1981, p. 179). The rationale being that the mother 
performs an ‘alpha function’, understanding and moderating the infant’s fears, which 
may then be reintrojected (Bion, 1961, p.183; Segal, 1989 cited in Lanman, 1998). 
The infant may then similarly introject the tolerant ‘containing’ personality of the 
mother, and in doing so will develop his own faculty for ameliorating distress (Segal, 
1989 cited in Lanman, 1998, p.466). In this way PI is posited to develop the infant’s 
own alpha function (‘conversion process’), enabling meaning to be attributed to affect 
(Bion, 1961, p. 183; Hinshelwood, 1989; Hinshelwood, 1994). It is theorised that 
‘rudimentary consciousness’ is dependent on this process (Bion, 1961, p. 183). The 
rationale being that alpha function facilitates consciousness, in terms of an awareness 
of the self, and as such provides the basic capacity for ‘normal’ thought (Bion, 1961, 
p.183).
Bion uses the term ‘linking’ to describe this ‘projective-introjective cycle’ 
(Bion, 1959; O’Shaughnessy, 1981, p. 179). When this successfully promotes thinking 
a ‘K link’ is said to have developed between mother and infant (O’Shaughnessy,
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1981, p.179). Yet, if the mother is unable to bear and modify her infant’s projections 
attempts at linking will breakdown (Bion, 1961). The infant’s perception is then of the 
omnipotence of the despised internal objects, with overwhelming fear leading to the 
‘hypertrophic’ use of PI (Bion, 1959; Bion, 1961, p. 185). Similarly, intense jealousy 
of the mother’s capacity for tolerance may cause the infant itself to instigate the 
disintegration of linking (Bion, 1959; Hinshelwood, 1994). Either way, the prevention 
of linking restricts the infant’s inquisitive nature, and his capability to learn (Bion 
1959). Such cognitive disturbances are then implicated in the development of 
psychopathology (Bion, 1959).
Concept specification
It is argued that the application of both concepts as formulation tools in 
therapeutic work with children is intrinsically related to their coherence and 
intelligibility.
Projective identification
One confound hindering the use of PI in clinical formulation is controversy 
relating to the establishment of the ‘self-object boundary’ (Sandler, 1987, p.21). PI is 
for Klein an ‘ego-defence’, whereby ‘split-off parts of the ego’ are ‘projected... into'’ 
internal objects (Klein, 1946, p.2, p.8). Implicit in this description is a distinct self­
representation segregated from the object (Sandler, 1987). Such a divide is essential if 
PI is to act as a defence, allowing the infant to divorce itself from the split-off bad 
parts (Sandler, 1987). Yet confusion arises given that PI plays an integral role in 
allowing the infant to progress through the paranoid schizoid position towards a more 
integrated self (Klein, 1946; Steiner, 1992). PI does after all start at the level of part 
objects when the ego is very much fragmented (Klein, 1946; Sandler, 1987). This 
apparent paradox has led some theoreticians to distinguish PI from earlier 
‘differentiating processes’ (Sandler, 1987, p.21). It is proposed that initially the infant 
experiences ‘primary confusion’, a blurring of self and object, but that early efforts at 
identification and ‘disidentification’ gradually result in the development of the 
boundaries associated with part objects (Sandler, 1987, p.21, p.25). The use of actual
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PI is then said to heighten with the discernment of whole objects (Sandler, 1987; 
Segal, 1973). Yet, understandably, not all theoreticians adhere to this interpretation; 
some make explicit reference to the temporary partial fusing of ego and object that 
seems to arise as a consequence of PI (Steiner, 1992). Indeed, the practical value of 
the concept may be somewhat clouded by these ongoing theoretical disputes 
(Kemberg, 1987).
The merit of PI, as a comprehension tool, has been further complicated by its 
rather ambiguous relation to projection (Joseph, 1987). Klein described projection as a 
primitive defence mechanism designed to ameliorate anxiety through the ejection of 
badness (Klein, 1946). She did not typically assign an ‘invading’ and controlling 
phantasy to projection (Baleman & Holmes, 1995; Klein, 1946, p.l 1). Instead, such 
attributes, designed to reduce persecutory fear, were reserved for PI (Baleman & 
Holmes, 1995; Klein, 1946). An alternative stance, however, is that projection is the 
more advanced defence mechanism, protecting the ego by disallowing empathy with 
the projected parts (Kemberg, 1987). In this instance PI is viewed as the immature 
counterpart, maintaining empathy following projection (Joseph, 1987; Kemberg, 
1987). Indeed, given the various interpretations, and given that some theoreticians use 
the terms interchangeably (e.g. Grotstein, 1981), it is possible to perceive how some 
view PI as too non-specific a term to be clinically useful (Meissner, 1987; Whipple,
1986).
Of those who promote the clinical utility of PI, stress is given to the ‘dynamic 
relation’ between the paranoid schizoid and the depressive positions (Joseph, 1987; 
Steiner, 1992, p.48). The various defence mechanisms are viewed as operating along a 
developmental continuum, but with much overlap and a varying number of 
regressions (Klein, 1946; Steiner, 1992). It is further posited that, to aid understanding 
in therapeutic work, the singular interpretation of PI should be avoided (Joseph,
1987). Stipulation is made that due consideration instead be given to the ‘omnipotent’ 
power of the ego-defences (Joseph, 1987, p.67; Klein, 1946). The assertion is that 
these operate in conjunction to ameliorate anxiety, and that as such partial 
interpretation will be resisted (Joseph, 1987); the child will reject the isolated analysis 
of PI as this would upset the equilibrium of the overall personality and would increase 
distress (Joseph, 1987). As such, this points to the value of formulations in which the
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child’s use of PI is appraised alongside that of other active defence mechanisms 
(Joseph, 1987).
One further criticism is that the concept is ‘confusing and misleading’ with the 
theorised number of potential motives actually serving to complicate its interpretation 
(Whipple, 1986, p. 121). Yet some argue that such breadth is actually an asset (Joseph,
1987). It is offered that PI facilitates the construction of detailed formulations, 
enhancing its value as an assessment tool (Joseph, 1987). However, the theoretical 
strength of these various motives does differ (Sandler, 1987). The notion of distancing 
the ego from intolerable aspects of the self, while at the same time maintaining control 
Of these projected parts is well devised (Sandler, 1987). This motive being 
strengthened by the suggestion that the individual may gain ‘narcissistic supplies’ by 
identifying with an idealised introject, while at the same time projecting unwanted 
aspects of the ego (Sandler, 1987, p.20). Yet, the conjecture that PI may operate to 
protect valued parts of the self is unsatisfactory at the part object level; if it is held that 
the ego is fragmented, with good and bad states dissociated, there is weak rationale for 
projection of the valued self (Steiner, 1992).
Containment
It is posited that clear concept specification enabled Bion to avoid much of the 
confusion that seems to have dogged the clinical use of PI (Brems, 1989). 
Bemusement only arises when containment is viewed solely as an additional stimulus 
for Klein’s PI (Sandler, 1987). Such blurring of the concepts at the motivational level 
obscures understanding, as it dissociates the mechanism from its original theoretical 
context. Indeed, Klein and Bion’s conceptions of PI are conjectured to operate at 
different cognitive levels (Meltzer, 1982). Klein’s conception is often intrinsically 
linked with symbol formation and occurs at the intrapsychic level of unconscious 
phantasy (Meltzer, 1982; Steiner, 1992). Conversely, for Bion PI is active only once 
symbolic distinction in terms of ‘two-ness’ has been made (Bion, 1961, p. 181). PI in 
the container-contained model also operates at the level of rudimentary consciousness, 
involves an external object, and is conceived as a ‘non-lexical’ form of discourse 
(Bion, 1961; Meltzer, 1982, p.202). Moreover, the two concepts are at odds in that 
Bion focuses on the tolerance and resolution of distress, whereas for Klein anxiety is
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ameliorated through the more primitive mechanisms of expulsion and control 
(Meltzer, 1982). It is therefore illogical to displace Bion’s PI into Klein’s account as 
the rationale for communication is somewhat lost (Sandler, 1987).
Criticism that has been specifically directed at Bion’s delineation of 
containment includes his use of complex terminology (Hinshelwood, 1989). His 
descriptions include frequent chemical analogies, so that understanding does require 
considerable cognitive effort on the part of the reader (Hinshelwood, 1989; Meltzer, 
1982). His use of the term ‘alpha function’ has similarly been disparaged as 
nonsensical (Bion, 1961, p. 185; Hinshelwood, 1989). Yet, it has been argued that 
Bion purposefully chose this term given its ‘meaning-free quality’ (Hinshelwood, 
1989, p.235). The suggestion being that he wished the reader to learn through 
interpretation rather than just didactically (Hinshelwood, 1989). It has also been 
asserted though, that caveats exist in Bion’s concept specification (Meltzer, 1982). It 
has been suggested that his account of the role of the container is incomplete (Meltzer, 
1982). The premise being that the detailed analysis of therapeutic material is likely to 
reveal that different meanings are attributed to the container, especially following the 
‘excessive’ use of PI (Meltzer, 1982, p.202). However, it is at the level of empirical 
appraisal, that more stringent criticisms are levied (Jones, 1957 cited in Rycroft,
1995).
Critique of the theoretical evidence bases
Considerable caveats exist in the empirical evidence bases of both concepts. 
Yet, of the limited relevant empirical research that does exist, there is support for 
Klein’s view that drives are instinctively bound to objects, with object-relations 
manifest from birth (Klein, 1946; Murray, 1989). This assumption, which underlies 
both concepts, is derived from neonates’ observed preference for human attributes 
(Murray, 1989). A predilection determined by infants’ distinct preference for faces 
and the human voice, over scrabbled visual displays and non-human sounds 
(Eisenberg, 1975 cited in Murray, 1989; Fantz, 1963 cited in Murray, 1989). Infants 
also appear to show a particular preference for their own mother, indicating that such 
receptiveness cannot be interpreted in terms of a superficial liking for certain human 
characteristics (MacFarlane, 1975 cited in Murray, 1989; Widmer-Robert-Tissot, 1981
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cited in Murray, 1989). Similarly, literature on self-harm may be posited to provide 
restricted support for the death instinct (Hinshelwood, 1994). Yet, such a drive 
contravenes all biological expectations, and there is no definite evidence for the 
infant’s supposed fearful anxiety response to this (Jones, 1957 cited in Rycroft, 1995). 
A definite drawback given that this is stipulated by both Klein and Bion to activate PI 
(Hinshelwood, 1994; Murray, 1989). It is acknowledged that most infant research is 
conducted under non-aversive conditions (Murray, 1989). Yet, until this fundamental 
hypothesis is substantiated, it is not possible to verify that psychoanalytic clinical 
narratives describe developmental regressions (Murray, 1989).
Piaget’s theory of sensorimotor development was initially taken to confirm the 
early fragmentation of the self (Murray, 1989). Recently, however, improved 
experimental design has identified synergy in both the infant’s sensory and motor 
domains (e.g. Alegria & Noirot, 1978); findings that have unfortunately served to 
undermine Klein and Bion’s assertion that the ego initially lacks integration (Bion, 
1959; Klein, 1946; Murray, 1989). Indeed, this indicates that the disintegration 
associated with pathology in older children cannot stem from the normal use of 
splitting and PI in infancy (Murray, 1989). It instead points to an environmental 
influence on disorder, providing evidence, at least, for Bion’s notion of the integral 
role played by external objects in development (Bion, 1959; Bion 1961; Murray, 
1989). It may be argued though, that the self-object boundary this infers is actually an 
innate primitive capacity (Kemberg, 1987); that is, it may not represent the complex 
processing required for the perception of an integrated sense of self (Kemberg, 1987; 
Murray, 1989).
Empirical support for the interaction posited to occur in containment may be 
inferred from observation studies (Murray, 1989). The assessment of infants’ 
responses to perturbation has revealed a capacity to elicit care-giving behaviour from 
the mother (Murray & Trevarthen, 1985 cited in Murray, 1989); the infant’s 
expression of distress appears to have a motivating effect, with mothers providing 
more zealous attention (Murray, 1989). Similarly, evidence of communicative intent is 
derived from turn taking in play, and from what Winnicott describes as early 
mirroring behaviour (Hubley & Trevarthen, 1979; Winnicott, 1967). It is posited that 
the infant makes active use of pre-speech with close correspondence existing between
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mother and neonate in terms of expressions and vocalisations (Murray, 1989; 
Trevarthen, 1979).
The controlling behaviour exhibited by children with disorganised attachment 
status provides tentative support for Klein’s use of PI (Steele & Steele, 1998). It is has 
been determined that an association exists between dominating behaviour at five years 
and previously disorganised responses to the mother at twelve months (Steele, Steele 
& Fonagy, 1996 cited in Steele & Steele, 1998). Likewise, infants’ apparent ability for 
simple self-regulation when distressed provides tentative support for intrapsychic 
processing (Murray, 1989). The infant will transfer his focus of attention from the 
caregiver to self-stimulation; a behaviour posited to be indicative of the splitting that 
precedes PI (Murray, 1989). Yet, as caveats do remain in the evidence base, the valid 
use of both concepts as formulation and therapeutic tools must, in terms of efficacy, 
be questioned (Fonagy, Target, Cottrell, Phillips & Kurtz, 2002).
Application to childhood disorders
Despite the various empirical criticisms made, both concepts do facilitate the 
understanding of normal psychic development (Bion, 1961; Home, 1999; Klein, 
1946). Moreover, they provide a credible rationale for early childhood difficulties 
(Hinshelwood, 1994). Temper tantrums, somatic symptoms, primary enuresis and 
encopresis may be formulated as the affective and physical manifestations of PI 
(Harris, Firestone & Wagner, 1955; Hinshelwood, 1994). It may be argued that such 
presentations are an expression of intra (Klein) and interpsychic (Bion) conflicts 
(Carr, 1999); with such behaviours perceived as the infant’s fearful and aggressive 
response to persecution (Bion, 1961; Klein, 1946). The hypothesis being that the 
difficulties may intensify if the caregiver subsequently proves to provide insufficient 
reverie (Bion, 1959; Bion, 1961). The expulsion of excrements, however, relates more 
directly to Klein’s conception of attack motivated by ‘anal and urethral impulses’ 
(Hinshelwood, 1994; Klein, 1946, p.8). The forcing of these excrements, together with 
despised parts of the self, ‘into the mother’ allows the child to control, yet at the same 
time distance the self from these hated parts (Klein, 1946, p.8). As such, smearing 
may similarly be conceived as motivated by the child’s need to establish omnipotent 
control to reduce the threat of ‘self-annihilation’ (Klein, 1946, p.7). Equally, the
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persistence of such difficulties into middle childhood may be perceived as 
development arrested in the paranoid schizoid position or as a regression to this stage 
(Gavanski, 1971). The use of PI is then thought to be a response to either internal 
(Klein, 1946; Bion, 1988b) or external perturbation (Bion, 1959).
Conceptualisations that allow for children’s internal representations, as well as 
their external reality, significantly contribute to our understanding of separation and 
grief responses (Melzak, 1999). Klein and Bion’s contributions are no exception. In 
Bion’s theory, loss of the container in infancy may be equated with inadequate 
reverie, leading to the disruption of alpha function (Bion, 1959; Bion, 1961). If no 
substitute container is then identified this will in turn precipitate the ‘hypertrophic’ use 
of PI, forming the basis for disorder (Bion, 1959; Bion, 1961, p. 185). Equally, Klein 
conjectured that if a child experiences a separation or bereavement whilst in the 
depressive position that this may trigger the use of schizoid defence mechanisms 
(Klein, 1946). It is posited that initially the child will resort to the use of PI in an effort 
to refute their loss (Steiner, 1992). Yet, if mourning is to progress the use of this 
mechanism must eventually be abandoned (Steiner, 1992). Continued identification 
with the lost object would inevitably infer the child’s own death (Steiner, 1992). As 
such, it becomes essential that previously projected aspects of the ego are now 
identified as belonging to the self (Steiner, 1992); this is achieved through reality 
testing, with each memory of the object scrutinised to verify its absence (Freud, 1917 
cited in Carr, 1999). The child is then eventually able to recognise the loss of the 
object, and will experience a profound distress that must be worked through to 
facilitate the resolution of mourning (Steiner, 1992). The continued use of PI would, 
however, inhibit this process, again helping to explain the disordered grief reactions 
sometimes identified in children and adolescents (Steiner, 1992).
PI and containment both provide plausible rationale for the pathology 
identified in psychotic illness and some borderline traits (Meissner, 1987). Klein 
posited that the inability to resolve depressive anxieties may precipitate the child’s 
regression to the paranoid schizoid position (Klein, 1946). This is theorised to 
entrench schizoid features and to enhance fragmentation of the ego, thereby creating 
the pathology for later schizophrenia (Klein, 1946). Indeed, PI does provide 
reasonable account for a number of the diagnostic features associated with psychotic 
illness (Rosenfeld, 1971). For instance, it provides logical account for the persecutory
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delusions and delusions of control (Rosenfeld, 1971). It may be argued that ‘split-off 
bad parts’ of the self set up persecutory anxieties that the adolescent then seeks to 
ameliorate through a perceived controlling mechanism (Klein, 1946, p.8; Rosenfeld, 
1971). Moreover, blunted affect may be attributed to the ‘massive’ use of PI (Joseph, 
1987, p.67). The hypothesis being that the mind is so fully discharged that the child 
appears vacuous and apathetic (Joseph, 1987). Early projective identification (primary 
confusion) also provides reasonable rationale for such individuals’ typically concrete 
thinking (Sandler, 1987; Steiner, 1992). Conjecture is made that the blurring between 
ego and object associated with primary confusion obscures the distinction between the 
symbolic representation and the symbolised object (Segal, 1957 cited in Steiner, 
1992); abstract processing is then circumscribed and concrete rigid thinking 
predominates (Steiner, 1992).
Bion successfully furthers Klein’s contribution to our understanding of 
psychotic states in that he explicitly accounts for hallucinations (O’ Shaughnessy, 
1981). He states that when attempts at linking breakdown, and ‘hypertrophic’ use of 
PI predominates, that the ejected bad parts continue to ‘lead an independent 
uncontrolled existence’ (Bion, 1957, p.93). He specifies that, as such, the individual 
feels hounded by ‘bizarre objects’ (Bion, 1957, p.93). Moreover, the blurring between 
self and object that accompanies this fragmented state means that the perception of 
reality is impaired (Bion, 1959). The person is then trapped in a confused anxiety, and 
is unable to distinguish between normal perceptions and hallucinations 
(O’Shaughnessy, 1981).
Bion’s claims are somewhat grander than Klein’s in that he posits his theory of 
thinking ‘applicable whenever a disorder of thought is believed to exist’ (Bion, 1961, 
p. 178). Indeed, given that, for Bion, thinking is inherently emotional, this infers that 
inadequate containment features in all childhood disorders with an affective 
component (Bion, 1961). In fairness, the container-contained model does provide a 
reasonable descriptive framework for many disorders (e.g. Grame, 1993; Sidoli, 1996; 
Williams, 1997). In particular, attachment and conduct disorders are readily 
formulated using this rationale (e.g. Philps, 1999). The assertion being that the 
neglectful or severe parenting typically associated with such diagnoses may be 
interpreted as impaired alpha functioning (Bion, 1961; Carr, 1999). Also, many of the 
disorders not adequately formulated within this framework have since been shown to
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have a neurobiological basis (e.g. autism; Carr, 1999). Yet, containment offers no 
differential explanation as to why individuals with deficient containers develop 
disorders other than psychosis (Sandler, 1987). It is also important to recognise that 
Bion applied this concept to social systems, as well as to mother-infant interactions, so 
as to avoid inaccurately restricting focus to the primary caregiver (Hinshelwood, 
1989). Indeed, Bion’s theory of thinking should be used in conjunction with other 
formulation tools to ensure that the child receives an individualised ‘specialist 
assessment’ (DH, 2001, p.3). This is especially given that evidence for the efficacy of 
psychotherapy for children has so far only been reliably established in relation to 
diabetes management (Fonagy et al., 2002; Hodges, 1999).
Application to the therapeutic process
The therapeutic value of both concepts is in the meaning they afford to the 
transference relationship (Grotstein, 1994). It is has even been offered that PI is the 
most significant transference feature (Grotstein, 1994).
Klein has frequently been disparaged for underestimating the role of 
environmental factors in psychopathology (Spillius, 1994). Yet, while she does place 
considerable emphasis on the child’s disposition, the influence of parents, and as such 
that of the therapist, is deemed considerable (Spillius, 1994). Equally, while PI 
operates at the level of unconscious phantasy, when omnipotent this is expressed as 
affect (Joseph, 1987). The value of PI in therapy is then in the interpretation of these 
emotions (Joseph, 1987). Here the use of play comes to the fore (Brems, 1989). PI 
may manifest itself in symbolic play and, when appropriate, may be interpreted for the 
child through this same medium (Brems, 1989). This is especially useful given the 
difficulties some children experience with verbal communication (Brems, 1989). It 
also provides a means of interpretation that is non-confrontational, or in the case of 
maltreated children, accusatory; it may allow the child to accept an interpretation that 
might otherwise be deemed too hazardous (Brems, 1989). For instance, it has been 
shown that, at assessment, narrative stem responses are capable of distinguishing 
abused children from those that have not suffered such adverse experiences (Macfie, 
Toth, Rogosch, Robinson, Emde, Cicchetti, 1999).
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Bion’s notion of containment takes the value of PI to another level in treatment 
(e.g. Jureidini, 1990). It is specified, in accordance with Klein, that the interpretation 
of this mechanism in therapy provides some indication of the child’s level of 
emotional development (O’Shaughnessy, 1981). Yet, as Bion further advocates the 
positive use of countertransference feelings in analysis, this furthers understanding 
through the appraisal of ‘enactment’ (Grotstein, 1994; Sandler, 1987; Schumacher 
Finell, 1986, p. 104); a process whereby the therapist is induced to act in a particular 
way in response to the child’s projections (Waska, 1997). Indeed, the interpretation of 
such behaviour allows the therapist to attribute meaning to what may otherwise seem 
a curious response on their part (Waska, 1997). In turn, this confers a sense of control, 
so that the affect is moderated and may then be reintrojected by the child in a more 
bearable form (Brems, 1989). For instance, the clinical psychologist may be able to 
make use of a child’s idealising and mirroring transferences (Brems, 1989). These 
transferences involve the PI of valued parts of the self (Brems, 1989). If the therapist’s 
feedback reinforces the worth of these attributes this may help to engender the child 
with a more integrated and robust sense of self (Brems, 1989).
Containment and PI are, however, both open to misinterpretation, as 
understanding is of course subjective (Waska, 1997). There is also the risk that the 
therapeutic process will be robbed of its collaborative nature if there is too much 
congruity between the child and therapist in terms of affect (Grotstein, 1994; 
Schumacher Finell, 1986). The child may feel dis-empowered and invaded, and may 
resort to the use of more primitive ego-defences (Schumacher Finell, 1986). Likewise, 
if a psychologist were to inadvertently use PI to bolster his/her ‘intellectualised, 
defensive needs’ this would impinge on the therapeutic process (Schumacher Finell, 
1986, p. 106). Indeed, use of the two concepts may restrict the value of an intervention 
if therapists cannot restore their emotional neutrality (Schumacher Finell, 1986; 
Waska, 1997). It is essential that technique is tailored to avoid symbiosis; the 
recommendation being that for adolescents ‘ego-based’ enquiries are made (e.g. ‘How 
do you think I am reacting to you?’; Racker, 1957 cited in Schumacher Finell, 1986, 
p.l 10). This is posited to develop the individual’s reflective processes, whilst at the 
same time minimising the likelihood of too close an identification (Schumacher Finell, 
1986).
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Finally, it is recognised that children are influenced by the PI that their parents 
issue towards them (‘transgenerational’; Grotstein, 1994, p.586); an awareness that 
psychologists may use to enhance family therapy work (Jureidini, 1990). The 
knowledge that children identify through introjection with their parents’ Pis may 
further understanding of systemic concepts such as triangulation and enmeshment 
(Jureidini, 1990). Likewise, appraisal of this process operating within the mental 
health team may offer insight into the workings of the wider client system (Gilmore & 
Krantz, 1985). Yet again, within an individual therapeutic context, clinicians should 
remain aware of the possible influence of their Pis on children. They should 
appreciate the possible appearance of their own ‘infantile neurosis...[in the] 
countertransference’, given the implications this may have regarding their immediate 
fitness to practice (Grotstein, 1994, p.587; The British Psychological Society, 1995).
Conclusion
It is surmised that inadequate concept specification may have hindered the 
clinical application of both PI and containment (Whipple, 1986). Yet the latter notion 
is perhaps the more intelligible (Brems, 1989). Empirical support for both concepts is 
also somewhat lacking; a feature that they share with many psychoanalytic ideas given 
that their origin is in case narratives, which until recently have been given little 
scientific regard (Hinshelwood 1994; Rustin, 2001). When detailed in conjunction 
with other developmental processes (e.g. splitting) both concepts do, however, provide 
credible rationale for early childhood difficulties and grief responses (Hinshelwood, 
1994; Steiner, 1992). They similarly go someway to accounting for psychopathology, 
especially psychotic states (Rosenfeld, 1988). Their application to the therapeutic 
process is yet more pertinent, although it should be recognised that PI is but one 
process operating within the transference (Sandler, 1993). The appreciation being that 
in psychodynamic psychotherapy too tight a theoretical focus may be deemed to arrest 
empathic practice (Fonagy, 1999).
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Introduction
It is advocated there is little validity in the statement that ‘race and ethnicity are 
relatively unimportant variables in both the incidence and treatment of mental health 
difficulties in older people’. Indeed, the National Service Framework (NSF) for Older 
People gives clear directive that mental health services should give consideration to the 
‘social and cultural factors affecting recovery and support’ (Department of Health, 2001, 
p.91). It is assumed that implicit in this instruction is the need to take account of race and 
ethnicity.
i
Service perspective
The NSF deliberately stresses the needs of individuals from the ethnic minorities 
as the numbers of older people from these communities continue to increase (Department 
of Health, 2001). Yet, despite this, older people from the ethnic minorities remain 
underrepresented in our mental health services (Espino & Lewis, 1998). This bias 
contributes to a general pattern of mental health service under-use by older people 
(Padgett, 1995). It points to the need to specifically highlight the treatment rights of older 
adults and provides a rationale for the demarcation of older age (Padgett, 1995). The 
majority of health services for older people specify a minimum age of 65 as mandatory 
criterion for service eligibility (Department of Health, 2001). This is in many respects an 
arbitrary division, but is widely accepted as it corresponds with the general trend of 
transition to retirement in Britain (Department of Health, 2001).
Race & ethnicity
The terms race and ethnicity are far from synonymous (Phinney, 1996). Race ‘is a 
category of persons who are related by a common heredity or ancestry and who are 
perceived and responded to in terms of external features or traits’ (Wilkinson, 1993, p. 19 
cited in Paniagua, 1998). Race is often primarily associated with skin colour (Scurfield &
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Mackey, 2001). As a concept it is largely meaningful when considering negative beliefs 
regarding difference and inferiority based on appearance, mannerisms or ancestry i.e. 
racism (Fernando, 1984). Conversely, ethnicity is taken to indicate ‘shared culture and 
lifestyles’ (Wilkinson, 1993, p. 19 cited in Paniagua, 1998). It points to a group of 
individuals with shared characteristics such as language, geographical origins and 
traditions (Bhugra & Bahl, 1999). Specification of ethnicity, however, further requires 
that the individual self-identifies with a particular group (Bhugra & Bahl, 1999). As such, 
two individuals might belong to a common race but have different ethnic identities 
(Paniagua, 1998). Moreover, in Western society the term ethnic minority typically refers 
to an ethnic ancestry different from that of the Caucasian majority (Paniagua, 1998). It 
also implies disadvantage both in terms of group size and socioeconomic status (Ho, 1992 
cited in Paniagua, 1998). Yet, such definitions do not allow for intra-group differences in 
income, and the theoretical majority subsumes European subgroups (Paniagua, 1998).
Overview
Factors influencing the incidence of mental health difficulties across cultures are 
appraised, prior to considering the influence of race and ethnicity on the treatment of 
older people.
The terms ethnicity and culture are used throughout the text given their apparent 
functional utility. Race is referred to primarily when considering the treatment factors 
related to racism. It is acknowledged though, that for some individuals, race is a source of 
pride and does not hold negative connotations (Scurfield & Mackey, 2001). Where it is 
not possible to make clear distinctions between race and ethnic group the abbreviation 
race/ethnicity is employed.
Incidence
Concept Utility
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Incidence refers to the sum of new occurrences of a target problem within a 
stipulated time frame (Barker, Pistrang & Elliott, 1994). It provides mental health service 
providers with essential information regarding potential service demand. The value of 
incidence rates to epidemiology is, however, restricted unless considered in conjunction 
with prevalence measures (Barker et al., 1994). Prevalence is the total number of 
instances manifest within the population at a given time (Barker et al., 1994). When 
incidence and prevalence are considered together with illness duration they provide a 
more comprehensive view of disease patterns (Nazroo, 1998). Indeed, in order to appraise 
the relative impact of race/ethnicity on the occurrence and course of mental health 
difficulties it is important to consider these additional factors (Nazroo, 1998).
The accuracy of incidence and prevalence statistics is limited by the fact that data 
tends to be derived from the monitoring of treatment caseloads (Nazroo, 1998). This 
means that only those cases known to the mental health services are included in reported 
rates; a considerable confound given there is evidence to suggest that some ethnic groups 
may experience difficulty in accessing services (Hassett & George, 2002). Moreover, as 
much of the research has been conducted in the United States, individuals unable to 
finance their own mental health care will automatically be excluded from reported rates 
(Espino & Lewis, 1998). In some instances, prevalence measures have partly overcome 
these difficulties by employing a variety of identification techniques (McCracken, 
Boneham, Copeland, Williams, Wilson, Scott, McKibbin & Cleave, 1997). For example, 
enlisting the cooperation of influential community members is thought to promote 
community based screening for mental health difficulties (McCracken et al., 1997). Yet, 
as is subsequently explained, numerous methodological confounds remain so that all 
reported findings must be critically appraised (Nazroo, 1998).
Research findings
Epidemiological research, to date, reports conflicting information regarding any 
cultural variation in the occurrence of mental health difficulties in older people (Dein & 
Huline-Dickens, 1997). For example, there is some indication that the prevalence of
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depression is greater in older adults in Western cultures than it is in Japan (Hasegawa, 
1985 cited in Dein & Huline-Dickens, 1997). Yet, other research points to comparable 
levels of depression across ethnic groups once non-English-speaking participants have 
been partialled out of the analyses (McCracken et al., 1997). Similarly, research 
investigating the prevalence of dementia has indicated that rates are lower in the elderly 
Caucasian populations than they are in age-matched groups of Affican-Caribbeans, 
Africans and Hispanics (e.g. Escobar, Bumam, Kamo & Forsythe, 1986). These findings 
are not consistent though, with the limited genetic cross-cultural dementia research (Yeo,
2001). Moreover, some studies again point to comparable rates of dementia across ethnic 
groups (McCracken et al., 1997). The pattern of disease prevalence is then further 
complicated by studies that indicate considerable within group variation (Yeo, 2001). As 
such, it is not possible to conclusively state that there is evidence of cross-cultural 
variation in the occurrence of either functional or organic disorders in older people 
(Cheng, 2001; Padgett, 1995). What is clear is that epidemiological studies have tended 
not to consider variation across subgroups within the broader ethnic groupings (van Os, 
Takei, Castle, Wessely, Der, MacDonald & Murray, 1996). Without any known 
exceptions, the research is also subject to numerous methodological confounds (Nazroo, 
1998).
Methodological confounds
One major confound affecting the accurate detection of mental health difficulties 
across cultures is construct specification (Cheng, 2001). For instance, to meet the DSM- 
IV (American Psychiatric Association, 1994) diagnostic criteria for dementia it is 
necessary to identify a cognitive decline that is impacting on a person’s functional 
abilities (Richards & Abas, 1999). Yet, older adult roles differ across communities, so 
there is considerable variation in the expectations placed on this age group to take an 
active part in daily living (Richards & Abas, 1999). Where older adults are exempt from 
daily tasks declines in capability may be masked (Richards & Abas, 1999). Also, in some 
societies cognitive impairment is conceptualised as an intrinsic part of the aging process
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and, as such, is less likely to be pathologised (Dein & Huline-Dickens, 1997). The 
involvement of mental health services may then be viewed as unnecessary, resulting in 
relatively low rates of diagnosis (Richards & Abas, 1999).
The identification of mental health difficulties in many communities is further 
compounded by a lack of culturally sensitive assessment tools (Cheng, 2001). This may 
have led some researchers to inaccurately infer that substantial variation exists in the 
incidence of mental health difficulties across ethnic groups (Espino & Lewis, 1998). 
Indeed, many tests are culturally biased as a consequence of the difficulties associated 
with the meaningful translation of items (Richards & Abas, 1999). Problems arise not 
only at a linguistic level, but also where assumptions are made regarding shared 
understanding (Stewart, Johnson, Richards, Brayne, Mann and Medical Research Council 
Cognitive Function & Ageing Study, 2002). For example, the Mini-Mental State 
Examination (MMSE) median error rate is considerably higher for the African-Caribbean 
population than it is for Caucasian older adults (Stewart et al., 2002). This difference is 
attributed to varying performance on specific aspects of the assessment (Stewart et al., 
2002). Indeed, African-Caribbean people tend to incur errors naming the season of the 
year when assessed in either the spring or autumn. Yet, this cannot be taken to infer 
disorientation; rather it reflects a cultural practice of speaking only of summer/winter 
when referring to the seasons of the year (Stewart et al., 2002). Likewise, success on 
items such as the serial-seven-subtraction requires the client to have a certain educational 
background, while items like phrase repetition and the three-stage command may appear 
nonsensical to individuals unfamiliar with formal testing procedures (Stewart et al.,
2002). These ethnic groups may have difficulty comprehending the value of tasks that 
seemingly lack any practical application (Richards & Abas, 1999). Their motivation to 
comply with the assessment may subsequently be reduced leading to inaccurate test 
results. These confounds are of course not unique to the MMSE (Richards & Abas, 1999). 
This measure does require particular consideration though, given that it is recommended 
psychiatrists decide suitability for dementia pharmacotherapy on the basis of this screen 
(National Institute for Clinical Excellence, 2001).
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Diagnostic complications
Ethnicity may again influence the accurate detection of mental health difficulties 
in older adults when questions arise regarding possible co-morbidity (Padgett, 1995). 
Indeed, when a medical condition is confirmed the likelihood of co-morbid disorders, 
such as depression, should still be considered (Padgett, 1995). Yet, under-diagnosis 
sometimes results from stereotypical views that, in older age, depression and anxiety are 
the norm (Copeland, Beekman, Dewey, Jordan, Lawlor, Linden, Lobo, Magnusson, 
Mann, Fichter, Prince, Saz, Turrina & Wilson, 1999). A propensity towards somatisation 
in older adults, in general, and in some ethnic groups, in particular, further suggests that 
mental health difficulties are likely to be overlooked (Padgett, 1995). Particularly, when a 
lack of familiarity with Western conceptions of mental illness means that the clients 
themselves may attribute different interpretations to their symptoms (Yeo, 2001). Yet, 
even when perceived, diagnoses of mental health difficulties are not necessarily 
acceptable within certain communities (Dein, 1997).
Where stigma is associated with mental illness, an individual’s capacity to 
comfortably identify such difficulties as existing within the self is dependent on numerous 
factors (Marwaha & Livingston, 2002). Indeed, the individual’s view of the disorder 
interacts with beliefs relating to self-identity and religious and cultural values to 
determine the acceptability of mental health difficulties (Dein, 1997). In the case of 
immigrant populations a person’s level of acculturation will further influence their ability 
to tolerate such a diagnosis (Paniagua, 1998). Acculturation is conceptualised as ‘cultural 
change resulting from direct contact between two cultural groups’ (Al-Issa, 1997, p. 5). It 
may result in the assimilation of beliefs held by the majority group or separation may 
occur so that the majority’s construction of mental health difficulties is rejected (Al-Issa,
1997). Indeed, the influence of acculturation on the acceptance of Western conceptions of 
mental health difficulties may be considerable (Paniagua, 1998). The quandary then being 
whether ethnic minority older adults can be included in incidence statistics when they 
refute the mental illness diagnostic labels assigned by health professionals.
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Culture-specific psychopathology
The validity of considering the cross-cultural incidence of mental health 
difficulties is dependent on whether an ‘etic’ or an ‘emic’ epidemiological approach is 
adopted (Cheng, 2001). ‘Emic’ refers to the view that mental health difficulties are 
‘culture-specific’ (Cheng, 2001, p.l). Proponents of this stance would challenge the 
notion that Western constructions of mental health difficulties can be imposed on other 
ethnic groups (Cheng, 2001). Yet, advocates for an ‘etic’ conceptualization of 
psychopathology offer the incompatible view that mental health difficulties are universal 
(Cheng, 2001). Etic theorists would state that, where differences exist, this is at the level 
of illness behaviours and in the individual and cultural meaning made of the disorder; that 
is, while the underlying nature of the disorder is likely to be uniform, variation may exist 
in how it is appropriate to express personal distress (Cheng, 2001). Ethnic older adults 
with low levels of acculturation might therefore be referred with seemingly unusual 
symptom presentations (Fitten, Ortiz & Ponton, 2001 cited in Yeo, 2001). These should 
be considered within the context of the individual’s cultural heritage (Dein & Huline- 
Dickens, 1997). Yet, where the difference is primarily in the level of expressed upset this 
should not simply be attributed to cultural variation. Indeed, where the distress seems 
exceptional it is important to remember that, while the underlying pathology may be the 
same, poor acculturation is associated with considerable stress and might led to a greater 
severity of symptoms (Sharpley, Hutchinson, McKenzie & Murray, 2001). It would 
certainly be naive to presume that different stressors (e.g. poverty) do not operate on 
specific ethnic groups increasing their susceptibility to mental health difficulties 
(Sharpley et al., 2001).
Life stressors hypothesis
Research indicates that variation in exposure to different life stressors influences 
the incidence of mental health difficulties, not only across cultures, but also within ethnic
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subgroups (van Os et al., 1996). For example, a higher incidence of schizophrenia is 
reported for African-Caribbeans living in the UK than for those who remained in their 
countries of origin (Mahy, Mallott & Leff, 1999 cited in Sharpley et al., 2001). Moreover, 
there is evidence to suggest that second generation Affican-Caribbean immigrants are 
more susceptible to psychotic illness than were their parents (Sharpley et al., 2001). This 
seems to infer that the second-generation subgroup is exposed to a high level of 
precipitant factors (Sharpley et al., 2001). One hypothesis being that exposure to racial 
discrimination in childhood can lead to self-denigration, hindering the development of a 
positive sense of self (Scurfield & Mackey, 2001). The reality of being subject to threats 
may also predispose these persons to develop an external attribution style; that is, a 
tendency to attribute responsibility for bad experiences to other people (Sharpley et al., 
2001). Paranoid delusions are then thought to be a consequence of the consistent use of 
this attribution bias with the behaviour of others, even when benign, perceived as 
persecutory (Kinderman & Bentall, 1996).
Further weight for the life-stressors hypothesis is derived from the fact that Asian 
immigrants have been identified as having a relatively low incidence of psychosis 
(Sharpley et al., 2001). Asian individuals are believed more likely to develop positive 
self-identities as a consequence of the support received from their communities, their 
generally good education and high rates of employment (Sharpley et al., 2001). Indeed, it 
is argued that variation in the occurrence of mental health difficulties across ethnic groups 
is more likely attributable to variations in life stressors than it is to ethnicity per se 
(Scurfield & Mackey, 2001). As such, it is possible to conceive that older ethnic minority 
adults may be at enhanced risk of developing mental health difficulties when they face the 
combined prejudices of racial discrimination and agism (Rait, Bums & Chew, 1996). 
When they are forced to confront the added pressures associated with poverty this may be 
perceived as a ‘triple jeopardy’ (Rait et al., 1996, p. 1347).
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Summary
Incidence rates should not be considered without reference to prevalence rates 
when appraising the influence of race/ethnicity on the occurrence of mental health 
difficulties in older adults (Nazroo, 1998). To date, however, there is no clear evidence 
for cross-cultural variations in the incidence of organic or functional disorders (Padgett,
1995). It is thought though, that factors related to race/ethnicity complicate the accurate 
diagnosis of mental health difficulties, possibly having a bearing on the true measurement 
of the incidence of disorders (e.g. Padgett, 1995). This may account for reported cross- 
cultural variations in the occurrence of mental ill health. However, it seems probable that 
it is exposure to life stressors and psychological resilience, rather than ethnicity that 
moderates the incidence of mental health difficulties in older people (Scurfield & 
Mackey, 2001).
Treatment
There is little doubt that clinicians should take account of life events, and how 
these affect the individual’s sense of self, when considering a client’s vulnerability to 
ongoing mental health difficulties (Fernando, 1984). Subsequently, it follows that the true 
importance of race/ethnicity in the treatment of mental health difficulties in older people 
is dependent on the strength of each individual’s ethnic or racial identity and how closely 
this is related to their affective response to precipitant factors (Scurfield & Mackey, 
2001). This points to the need for a comprehensive assessment that allows both the 
clinician and client to ascertain the importance of race/ethnicity relative to other variables 
in treatment (Scurfield & Mackey, 2001).
Assessment
In order to promote the culturally aware clinical assessment of older adults, 
without minimising the potential importance of other factors, the American Psychological
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Association (APA) has devised the ‘ADRESSING framework’ (APA 1993 cited in Hays, 
1996). This protocol is designed to loosely guide the clinical interview so that none of the 
following variables are unduly discounted: ‘age and generation-specific influences, 
disability, religion, ethnicity, social status, sexual orientation, indigenous heritage, 
national origin and gender’ (Hays, 1996, p. 188); the idea being to aid the development of 
preliminary hypotheses that will eventually help to shape the formulation (Hays 1996). 
By highlighting the possible impact of these various factors on the individual’s mental 
health it further reduces the likelihood that the clinician will inaccurately draw 
conclusions regarding ethnic group homogeneity (Cardemil & Battle, 2003). It also serves 
as a reminder that the client’s background may not predispose them to openly 
acknowledge psychological distress (Padgett, 1995). Moreover, recognition of the 
possible importance of race/ethnicity encourages awareness in general of the potential 
effect of perceived power differentials on the therapeutic relationship (Cardemil & Battle,
2003).
Prejudices & misunderstandings
It is important that race and ethnicity, along with perspectives on aging, are taken 
account of in work with older adults to elucidate any existing prejudices (Lagana & 
Shanks, 2002). The client might have preconceptions that the therapist will be unable to 
empathise with their experiences, or will be biased against then on account of perceived 
differences (Scurfield & Mackey, 2001). It is also essential that clinicians give frank 
consideration to their own biases (Cardemil & Battle, 2003). They should critically 
appraise their ability to formulate the presenting complaint in a manner that is meaningful 
to the client and consistent with the client’s belief system (Cardemil & Battle, 2003).
Even where there is an appreciation of cultural conceptions of mental ill health, it 
is possible for misunderstandings to arise at a non-verbal level (Henderson & Spigner- 
Littles, 1996). For example, Asians may avert their eyes when engaged in conversation to 
signify respect. Yet, this could easily be misinterpreted by the uninformed mental health 
professional (Henderson & Spigner-Littles, 1996). In fact, research indicates there may be
76
Older People Essay
some value in ensuring that clients are referred to clinicians with similar ethnic origins 
(Sue, Fujino, Hu, Takeuchi & Zane, 1992 cited in Padgett, 1995). A shared ethnic 
background and common language may certainly reduce the likelihood of 
misunderstandings (Padgett, 1995). It does not guarantee though, that the client and 
therapist will hold compatible cultural beliefs (Padgett, 1995). As such, respectful 
curiosity regarding difference may be of greater therapeutic value than a common 
ancestry (Padgett, 1995). The possible exception being where the individual has 
experienced discrimination or abuse from individuals who share the race/ethnicity or 
gender of the therapist (Scurfield & Mackey, 2001); the issue then may not be one of a 
need for ‘ethnic matching’ but rather for the identification of a therapist with whom the 
client feels able to build a rapport (Padgett, 1995, p.315). When considering this 
possibility though, it is important to remain aware that individuals from the supposed 
majority groups are at times also subject to prejudice (Scurfield & Mackay, 2001).
Race & ethnicity as vulnerability factors
Where race/ethnic identity is deemed to interact with other variables influencing 
the client’s mental health it is necessary to determine the nature of the effect (Scurfield & 
Mackey, 2001). Indeed, where the impact is negative, race-related stressors may be 
deemed to precipitate mental health difficulties (Padgett, 1995). For instance, this may be 
the case where self-identity is intrinsically linked with race in an individual who 
experiences insidious racial prejudice (Fernando, 1984). The individual may integrate the 
perpetrators’ negative views into their own belief system. This is then likely to cause 
them to denigrate their own self-identity resulting in a loss of self-esteem (Fernando, 
1984, p.46). When the negative cognitions become increasingly pervasive and are 
reinforced by further racial discrimination Teamed helplessness’ may result (Seligman 
1975 cited in Fernando, 1984). The individual perceives they lack the control required to 
improve matters and may experience a sense of loss; loss being the inability to obtain the 
acceptance it is felt is afforded to other races (Fernando, 1984).
When self-esteem is lowered by the experience of racial discrimination, and the 
individual is an older adult, it is possible to conceive how emotionally they may be
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disadvantaged (Padgett, 1995). As well as developing negative feelings towards 
themselves on account of their race/ethnicity, the individual may also internalise negative 
stereotypical views regarding aging (Copeland et al., 1999). This can lead to self­
contempt and hopelessness may pervade if no protection is afforded by other factors such 
as socioeconomic status (Sharpley et al., 2001). Moreover, where racial discrimination 
has been in the form of violent assault the therapist must remain sensitive to the 
possibility that the client may also meet the criteria for post-traumatic stress disorder 
(PTSD) (Scurfield & Mackey, 2001). Yet, despite the, at least, ‘double jeopardy’ of 
having to cope with the stressors of agism and varying degrees of racial prejudice, there is 
little evidence to suggest that ethnic minority older adults actually have an enhanced 
vulnerability to mental health difficulties (Padgett, 1995). As such, it is important for 
clinicians to appreciate that race-related experiences can actually led to the strengthening 
of a positive sense of identity (Scurfield & Mackey, 2001).
Race/ethnicity as protective factors
The importance of race and ethnicity as protective factors in the treatment of older 
adults should not be underestimated (Padgett, 1995). Indeed, the individual may be proud 
of the way they and their local community responded to a prejudiced attack (Scurfield & 
Mackey, 2001). This experience might have enhanced their willpower and their 
perception of their ability to cope with other adverse experiences (Scurfield & Mackey, 
2001). Certainly, adopting a life-course perspective may be helpful in modifying older 
adults’ sense of low self-efficacy (Padgett, 1995). Moreover, pointing to previous 
personal and cohort successes may increase the individual’s resolve and conviction in 
their ability to cope with the present (Padgett, 1995). In fact, although little research has 
focused on what constitutes effective therapy in ethnic minority individuals, it can 
logically be supposed that the probability of a successful outcome can be improved by 
tailoring the intervention to reinforce existing strengths (Wong, Kim, Zane, Kim & 
Huang, 2003).
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The influence of ethnicity on treatment choice
The client is more likely to perceive an intervention as a credible means of 
ameliorating their mental health difficulties if the treatment rationale is consistent with 
their cultural knowledge (Wong et al., 2003). For example, research indicates that Asian 
American individuals with low levels of acculturation may have retained ‘secondary 
control’ (Wong et al., 2003, p.93). This is a coping style widely endorsed by Asian 
communities, whereby the individual endeavours to modify their way of thinking to lead 
to a greater acceptance of personal circumstances (Wong et al., 2003). As such, these 
individuals may respond well to cognitive therapy where the rationale is similarly to 
modify unhelpful cognitions (Wong et al., 2003). However, such an approach may be 
incongruent when older adults originate from cultures where the needs of the individual 
are perceived as secondary to those of the family (Paniagua, 1998). In these instances 
family therapy or interpersonal therapy may be more acceptable to both the client and 
their relatives (Padgett, 1995). Yet, even when particular therapies are rejected, it is 
important that the therapist retains an awareness of how these approaches may enhance 
their professional understanding. For instance, it has been suggested that psychodynamic 
therapy may be inappropriate for ethnic minority clients (Downing, 2000). However, as 
psychodynamic concepts, such as transference and countertransference, provide a useful 
means of appraising the therapeutic process there may be a tendency to overlook mutual 
prejudices if this framework is not held in mind (Scurfield & Mackey, 2001).
Systemic considerations
In deciding treatment goals it is important to give due consideration to systemic 
factors (Falicov, 1995). For instance, when younger family members are highly 
acculturated intergenerational conflict may result (Falicov, 1995). Indeed, older adults
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may be distressed by their families’ altered values if they themselves retain a strong sense 
of their ethnic identity (Paniagua, 1998). Individuals may also perceive themselves as 
having been abandoned by relatives, in which case their sense of isolation may be 
exacerbated if professionals presume there is an extensive support network (Padgett,
1995). However, where traditional values are preserved across generations, it is necessary 
to ensure treatment plans are sensitive to the families’ cultural beliefs (Evans & 
Cunningham, 1996). For example, residential care may not be an acceptable option for 
some families who, regardless of the stress, may consider it a privilege and duty to look 
after elderly relatives (Dein & Huline-Dickens, 1997). Equally, the use of traditional 
remedies may be favoured over that of prescription medication (Evans & Cunningham,
1996). Where this is the case, the benefits of pharmacotherapy need to be sensitively 
explained and the continued use of folk remedies encouraged providing there are no 
contraindications (Evans & Cunningham, 1996). However, as research suggests the low 
use of medication by ethnic minority groups may be a consequence of prescriber 
behaviour this also points to the need for psycho-education at a service level (Blazer, 
Hybels, Simonsick & Hanlon, 2000).
Service level considerations
Race/ethnicity is important in the planning of treatment provision from the 
perspective that minority groups remain underrepresented in our mental health services 
(Espino & Lewis, 1998). This points to a need to find means of improving access for such 
groups (Padgett, 1995). It indicates that communication difficulties and practical 
obstacles, such as inadequate transportation, need to be remedied (Espino & Lewis,
1998). This may be partly achieved by employing ethnic minority outreach workers 
(Padgett, 1995). Yet, some barriers to treatment are less easily resolved. For example, 
information about the potential benefits of accessing mental health services needs to be 
conveyed in a manner that is consistent with cultural beliefs (Padgett, 1995); the purpose 
being to minimise the stigma that is otherwise sometimes attached to help-seeking (Evans 
& Cunningham, 1996). For example, there is a need to provide education regarding the
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possible benefits of pharmacotherapy, in general, and the anti-dementia drugs in 
particular (Espino & Lewis, 1998). This might then encourage an early presentation at 
services, maximising the potential impact of any intervention (Espino & Lewis, 1998). It 
is felt this may in part be achieved by enlisting the support of community leaders 
(Padgett, 1995).
There is also a pressing need to tackle bias within the health service itself (Schott 
& Henley, 2000). This is not only in terms of addressing overt prejudice towards older 
adults and minority groups, but also indicates a need to enhance cultural sensitivity 
(Padgett, 1995). For instance, clinicians need to be aware that measures such as the 
MMSE may disadvantage certain individuals (Stewart et al., 2002); this will then 
encourage them to seek information from a variety of sources including family members 
(Espino & Lewis, 1998). Moreover, an understanding of cultural differences in 
presentation is essential (Dein & Huline-Dickens, 1997). In particular, while thorough 
physical investigations are vital, the psychological distress that some ethnic older adults 
express through somatisation should not go unrecognized (Copeland et al., 1999). Where 
mental health services are unable to adequately meet the needs of an individual, liaison 
with their spiritual healer may be valuable (Evans & Cunningham, 1996). Indeed, where 
risk is a consideration it is necessary to know if this is heightened by cultural beliefs that 
revere suicide (Dein & Huline-Dickens, 1997). Ultimately, there is the need for an 
understanding of group values, coupled with an appreciation that there is variation in the 
beliefs held by members of any ethnic group (Padgett, 1995).
Conclusion
The statement that ‘race and ethnicity are relatively unimportant variables in both 
the incidence and treatment of mental health difficulties in older people’ is at best 
reductionist. When appraised at face value, in its entirety, it is inaccurate. Research does 
suggest that it is the stressors frequently suffered by various ethnic groups, rather than 
ethnicity itself, that influences the occurrence of mental health difficulties (Sharpley et
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al., 2001). Yet, ethnicity is certainly an important variable in determining the 
acceptability of accessing treatment (Espino & Lewis, 1998). Ethnicity/race also requires 
due consideration when formulating a treatment plan (Scurfield & Mackey, 2001). The 
importance of these variables in the intervention itself will then depend on the strength of 
the individual’s racial/ethnic identity and its relation to the presenting complaint 
(Scurfield & Mackey, 2001). Yet, various other factors are believed to interact with 
ethnicity at an individual level influencing beliefs regarding self-identity and mental 
health (Padgett, 1995). As such, it is proposed that the relative importance of race/ 
ethnicity in the treatment of mental health difficulties varies considerably across 
individual older adults (Padgett, 1995). This suggests there is specific value in having 
frank, but sensitive discussion relating to race/ethnicity in the therapeutic setting 
(Cardemil & Battle, 2003). Moreover, the identification of individual differences 
reinforces the need ‘not for different or special services [for ethnic minorities] but for 
more responsive and culturally sensitive mainstream services’ (The Royal Commission 
on Long Term Care, 1999, p.92).
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Adult Mental Health Placement
Setting
This placement was split between a psychology department and a Community Mental 
Health Team. The work undertaken within the psychology department involved both primary care 
(GP setting) and clinical health psychology.
Models
The main theoretical model was cognitive behavioural.
Range of experience
Clients’ presenting problems included depression, anxiety (including Obsessive 
Compulsive Disorder), eating disorders, relationship difficulties, self harm, personality disorders, 
history of sexual abuse, anger problems and psychological difficulties associated with physical 
difficulties (e.g., stroke; serious injury, multiple sclerosis, breast cancer).
A psychological therapies’ supervision & Continuing Professional Development audit 
was undertaken. The results were presented to the service.
People with Learning Disabilities Placement
Setting
This placement was set in a Community Learning Disabilities Team, and was split across 
two sites. There was the opportunity to work with clients in their homes, in residential homes and 
day care settings.
Models
Cognitive behavioural, behavioural, systemic and cognitive analytic models were used on 
this placement.
Range of experience
Clients’ presenting problems included challenging behaviour, dual diagnosis, sexual 
abuse, issues relating to sexual consent and inappropriate behaviour, elective mutism and
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dementia. There was also the opportunity to complete cognitive assessments with clients with a 
range of ability levels (mild to profound).
I co-ran a dementia workshop and an anxiety management workshop, and also undertook 
staff training at a residential home. I also co-ran a sex education, emotions and relationships 
group for clients with mild to moderate learning disabilities.
I received training in Makaton (stages 1 & 2) from a Speech and Language Therapist.
Child and Young People Placement
Setting
This placement was set in a Child and Adolescent Mental Health Service.
Models
The models used included developmental, behavioural, cognitive-behavioural, systemic, 
narrative, loss and psychodynamic.
Range of experience
Clients’ presenting problems included feeding problems, developmental difficulties, child 
protection issues, emotional difficulties (e.g., depression and anxiety), behavioural difficulties, 
self harm, pervasive disorders, conduct disorder and school refusal.
I gave a presentation with another trainee to the multidisciplinary team looking at 
commonalities and differences between three of the main theoretical models (cognitive 
behavioural, systemic and psychodynamic).
Older People Placement
Setting
This placement was set in a Community Mental Health Team for Older People.
Models
The models used were cognitive behavioural, interpersonal and behavioural. There was 
also the opportunity to use motivational interviewing.
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Range of experience
Presenting issues included bipolar disorder, dementia, cognitive change with age, 
depression, adaptation difficulties as a result of progressive physical difficulties and increased 
dependency, bereavement, loss, mortality, anxiety and self-harm.
I co-ran an anxiety management group at a day hospital and a coping with forgetfulness 
group for people with dementia at a day centre.
Specialist Placements
The first specialist placement was split between an adult neuropsychology service and a 
specialist eating disorders service. The second specialist placement was fully set in the specialist 
eating disorders service. The rationale for this was to create a year-long placement to gain 
experience of working with clients with complex presenting needs that required longer-term 
therapy.
Neuropsychology placement -  Vi placement
Clients’ presenting problems included head trauma, epilepsy, subcortically based white 
matter impairment, cerebral vasculitis, carbon monoxide poisoning, health anxiety, depression, 
progressive dyslexia and stroke. The majority of the work was in the form of neuropsychological 
assessments and it was possible to work with both outpatients and inpatients.
Specialist eating disorders placement -  VA placements
This placement was primarily set in the outpatient eating disorders service. However, 
over the course of the year there was contact with staff on the inpatient wards, and I had the 
opportunity to observe family therapy sessions within this service.
The models used included cognitive behavioural therapy (including schema-focused 
work), motivational interviewing, and dialectical behaviour therapy. There was also the 
opportunity to use psychodynamic models of working through consultation with the 
psychodynamic psychotherapist.
Client work included direct experience with individuals with a range of eating disorders 
and secondary presenting difficulties (e.g., multi-impulsive behaviours, depression and 
personality disorders).
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Note: Identifying details have been changed to preserve the clients ’ anonymity.
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Summary of Adult Mental Health Case Report
The assessment and treatment of a 30-vear old woman presenting with severe 
depression, using a cognitive behavioural model
Presenting problem
Rachel presented with a recurrent depression that initially developed following the 
grief she experienced when her mother died. This bereavement occurred four years prior 
to the referral, and was followed by numerous additional stressors (e.g., her husband’s 
infertility; best friend emigrating). Rachel acknowledged that her initial grief reaction was 
understandable, but did not associate subsequent events with the maintenance of her 
depression. This meant that her distress was exacerbated by the perception that her low 
mood was ‘irrational’. There was also secondary guilt that her difficulties were impacting 
on her family and friends.
Formulation
Rachel’s presenting problems were conceptualised using Judith Beck’s revision of 
Beck’s cognitive model of depression (Beck, 1995). It was hypothesised that in 
childhood, negative comparisons with her brother and poor performance relative to her 
peers gave Rachel a negative sense of self. It seemed likely that this negative self­
perception was then further exacerbated by the belief that she was to blame for her 
mother’s mental health difficulties. It was conjectured that to ameliorate these deep 
feelings of inadequacy, Rachel developed intermediate beliefs that invested her self-worth 
in terms of her value to others (e.g., ‘If I do my best to be a good wife/friend then I’ll be 
adequate/avoid rejection’). Indeed, she appeared to have developed a range of behaviours 
that enabled her to meet these intermediate beliefs (e.g., frequently volunteering to help 
others) and to preserve some sense of self-worth. However, it was proposed that recent
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life events (in particular interpersonal losses) had violated these protective assumptions 
leading to the activation of Rachel’s unconditional core beliefs (e.g., ‘I’m inadequate and 
unwanted’). In turn this appeared to have precipitated an increase in her negative 
automatic thoughts, and associated symptoms of depression.
Intervention
The intervention spanned fifteen sessions and followed the structure advocated by 
Fennell (1989). Rachel was socialised with the cognitive behavioural model and a 
collaborative formulation was developed. Weekly activity schedules were completed to 
undermine Rachel’s perception that she no longer derived enjoyment from any of her 
activities. Also, cognitive distraction techniques and additional activity scheduling were 
used to reduce her tendency to ruminate. The chosen activities were specifically picked to 
increase Rachel’s social support and, as such, to protect against future relapse. With 
regards to thought challenging, Rachel mastered the skills to identify and evaluate her 
negative automatic thoughts. She also had considerable success in generating more 
adaptive alternative beliefs. The validity of these new beliefs was then appraised using 
behavioural experiments. Additionally, problem-solving techniques were used to help her 
overcome a number of practical difficulties. Once Rachel’s low mood had remitted, it was 
then possible to re-evaluate and modify the intermediate and core beliefs that had been 
central to the maintenance of her distress.
Outcome
Rachel reported increased self-confidence and a reduction in her low mood. She 
also perceived that her cognitive distortions had decreased both in intensity and 
frequency. Moreover, evidence for the durable effects of the therapeutic intervention 
came from the withdrawal of her antidepressant medication. This was gradually 
withdrawn towards the end of therapy, and there was no concomitant increase in her Beck 
Depression Inventory Scores (BDI; Beck, Ward, Mendelson, Mock & Erbaugh, 1961).
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Overall, Rachel’s BDI score classification altered from extremely severe to mild. It was 
hypothesised that her residual symptoms could probably be attributed to the time limited 
nature of the intervention and to the stress related to commencing IVF treatment. It was 
agreed that while she was undergoing fertility treatment that the need for supportive input 
remained, and that this would met be the clinical supervisor on a fortnightly basis. 
However, it was anticipated that following this, Rachel would be able to make use of the 
skills she mastered during treatment to effectively regulate her mood.
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Summary of People with Learning Disabilities Case Report
The extended assessment of a forty-four year old man with a severe impairment of 
intellectual functioning: cognitive behavioural and cognitive analytic perspectives
Reason for referral
Peter was referred because his social worker felt that he was experiencing 
relationship difficulties. The concern was that Peter would alternate between being 
socially quite withdrawn and engaging in ‘over-reactive behaviour’. However, the social 
worker also acknowledged that the dynamics in operation at Peter’s placement had the 
potential to exacerbate these difficulties.
Initial assessment
The initial assessment consisted of a clinical interview with Peter, and a separate 
interview with the Care Manager at Peter’s residential home. The interview with Peter 
focused on building rapport, eliciting his understanding of his difficulties, and appraising 
his capacity for modified cognitive work. It was established that Peter could accurately 
recognise emotional states, and was able to relate these to cognitions and behaviour.
Assessment findings
Peter was able to explain that he frequently felt very low and anxious. He was able 
to effectively convey his experience of these emotions by talking about recent events. He 
would describe how each situation had made him feel and how he had tried to ameliorate 
these difficult emotions.
The Care Manager conceptualised Peter’s difficulties from her perception of their 
impact on the staff and other residents. For instance, she asserted that Peter personalised
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and magnified any criticism he received. She also felt that he was intolerant of the other 
residents and lacked sufficient understanding of their disabilities.
Cognitive behavioural formulation
Peter’s presenting problems were conceptualised using Fennell’s cognitive model 
of low self-esteem (Fennell, 1997). This model was chosen because it provided a 
meaningful framework within which to consider Peter’s alternating states of anxiety and 
depression. It was hypothesized that in childhood Peter was aware of the fact that his 
capabilities differed from those of other children. Moreover, it seemed likely that this 
perception of inadequacy was then reinforced by his parents’ protective behaviour; the 
need for almost constant supervision probably enhanced his sense of worthlessness 
leading to low self-esteem. It was hypothesized that to reduce his sense of inadequacy 
Peter developed dysfunctional assumptions that imbued others with the responsibility for 
his well-being. However, it was proposed that alongside this expectation for care, Peter 
did maintain the belief that he should continue to do his best. In line with Fennell’s 
model, it was proposed that when Peter feared he would fail at a task or was concerned 
support might not be forthcoming anxiety ensued. Conversely, when he perceived his 
expectations had definitely not been met this resulted in depression. The triggers for 
Peter’s symptoms of anxiety and depression were unclear at this stage.
Action plan
The decision was made to extend the initial assessment as it was felt there was 
utility in further interviewing Peter, and in meeting with his parents and staff at the 
residential home. It was also felt that interviews with the staff would help to determine 
the nature of any role that they could play in the remediation process. Additionally, there 
seemed much to recommend the formal assessment of Peter’s ability levels. The rationale 
for this was to inform any intervention, and also to increase the staffs’ understanding of 
Peter’s learning disability.
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Extended assessment
This was conducted over a six-week period. The proposed interviews were 
completed, and the information obtained was used to reformulate Peter’s difficulties. 
Moreover, the cognitive assessment showed that Peter had a globally depressed cognitive 
profile, categorisation of which indicated a borderline mild to moderate intellectual 
impairment (ICD-10 Classification; World Health Organisation, 1994). Sub-classification 
denoted Peter to have a severe impairment of intellectual functioning (British 
Psychological Society, 2000).
Cognitive analytic reformulation
A cognitive analytic framework (Ryle & Kerr, 2002) was chosen for the 
reformulation as this was consistent with the initial formulation, but at the same time 
allowed for consideration of the roles played by others in the maintenance of Peter’s 
difficulties. It was proposed that Peter’s perception of self-inadequacy meant that his 
response to demands was occasionally one of task avoidance. However, it appeared that 
more typically he would endeavour to complete the work, although this was often 
inappropriately pitched. Either way, it was hypothesized Peter’s sense of failure resulted 
in a perception of abuse, with others viewed as demanding and cruel. It was thought that 
Peter would then seek rescue, generally from his parents but also from other staff 
members. Indeed, his parents usually appeared to be assigned the role of protector. 
However, it was speculated that the obvious hostility between his parents and the staff 
was projected onto Peter further exacerbating his sense of helplessness. It was proposed 
that when rescued Peter would initially feel comforted. It seemed though, that his fear of 
abandonment was quickly reinstated as the care provided further undermined his own 
sense of self-efficacy. It was felt that his carers then perceived this fear of rejection as a 
failure on their part. This then seemed to cause them considerable frustration, which was 
inadvertently conveyed back to Peter enhancing his perception of inadequate care. It was
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posited that to prevent the anticipated rejection Peter employed strategies such as 
acquiescence and ‘bottling up’ his concerns. Unfortunately though, the staff perceived 
this behaviour as deliberately troublesome, maintaining the reciprocal roles.
Treatment recommendations
A number of training sessions were scheduled to promote the staffs’ 
understanding of the impact of Peter’s learning disability on his social relations. It was 
also recommended that the staff be trained to appropriately modify their language use 
given Peter’s impaired receptive language ability. With regards to the role played by 
others in the maintenance of his low self-esteem, the cognitive analytic formulation was 
used to elucidate Peter’s difficulties, and to aid the generation, during training, of possible 
solutions. Additionally, an individual plan was developed for the treatment of Peter’s 
anxiety and depression. This plan used cognitive behavioural techniques modified to take 
into account Peter’s level of capability.
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Summary of Child and Young People Case Report
The assessment and treatment of a fourteen year old girl with a learning disability: 
behavioural and narrative approaches to a refusal to self-feed
Reason for referral
Suriya a fourteen year old, English language dominant, Pakistani Asian girl was 
referred by a Consultant Paediatrician for the assessment and treatment of her refusal to 
self-feed. These difficulties were largely restricted to the home setting. It was explained 
that Suriya had moderate ‘learning difficulties’, coupled with physical features consistent 
with Goldberg Shprintzen Syndrome.
Initial assessment
The assessment consisted of two child-centred interviews with Suriya and her 
mother, Mrs. Radhika. A behavioural analysis framework was used to develop a clear 
understanding of Suriya’s refusal to self-feed. A third interview was conducted with Mrs. 
Radhika to enable her to discuss her concerns about Suriya.
Assessment of Suriya’s cognitive development indicated that her capabilities were 
equivalent to those of a child operating at Piaget’s concrete operational stage.
Initial formulation
A behavioural approach was chosen for the formulation of Suriya’s difficulties. 
This is because behavioural interventions are accepted as having reasonable treatment 
efficacy in food refusal cases (Douglas, 2002). Also, Suriya’s learning difficulties pointed 
to the value of intervening behaviourally to reduce the possibility of her difficulties being 
socially reinforced (Herbert, 1998).
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Suriya’s difficulties were conceptualised as a refusal to self-feed, combined with a 
poor appetite and a tendency to eat slowly when not assisted. Physical discomfort could 
not be ruled out as a maintaining factor, given Suriya’s history of bowel problems.
It was hypothesized that in early childhood Suriya developed a conditioned 
avoidance to food; it was likely that her bowel condition led to discomfort when eating. 
Suriya’s ongoing constipation difficulties, coupled with her mother’s tendency to provide 
adult-sized food portions, probably served to reinforce this conditioned avoidance. 
Moreover, her delay in progressing through the normal developmental stages of eating 
may have exacerbated her aversion to food.
It was hypothesized that Suriya’s refusal to self-feed was maintained by a variable 
intermittent reinforcement schedule; her eating behaviours received both positive and 
negative socially mediated reinforcement. A recursive relationship possibly further 
operated between the difficulties at school and at home exacerbating the maintenance 
cycle. Additionally, cultural and family beliefs appeared to operate on a number of levels 
to maintain Suriya’s problem behaviours. For example, the belief that Mrs. Radhika was 
not the authority figure within the family seemed to undermine any efforts on her part to 
resolve Suriya’s difficulties. Indeed, the referral was sought shortly after the death of 
Suriya’s grandmother who was perceived as the head of the family, and who had always 
over seen meal times.
Intervention
Behavioural principles were used to structure the intervention. However, attention 
was also given to the beliefs that appeared to be sustaining the eating behaviours. As 
such, the individual sessions held with Mrs Radhika were used not only to develop 
behavioural techniques, but also to evaluate her beliefs regarding her ability to be 
authoritative.
In addition to the individual sessions, joint sessions were also held with Suriya. 
During these sessions a narrative approach was used to allow Suriya and Mrs. Radhika to 
reconstruct their views regarding Suriya’s abilities and her mother’s new role. This
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method was specifically chosen given that it is goal focused, and there is some evidence 
for its effectiveness at a family level (Etchison & Kleist, 2000). It was also felt that the 
emphasis given in narrative therapy to the client’s language use and construction of 
reality would reduce the possibility of moving outside of Suriya’s zone of proximal 
development (Vygotsky, 1962 cited in Carr, 1999). Moreover, it was thought that the use 
of narrative techniques would allow clearer associations to be made between the 
individual sessions and the family work; namely the re-authoring of stories was 
constructed in a way so as to promote the sound implementation of the behavioural 
techniques.
It was agreed that Mrs Radhika would make a follow-up appointment with the 
Consultant Paediatrician to determine whether Suriya’s difficulties were exacerbated by 
any physical cause.
The intervention spanned ten sessions (four individual sessions with Mrs Radhika 
and six sessions with Suriya and Mrs Radhika).
Outcome
A ‘contextualising approach’ to the assessment of outcomes was used (Berger et 
al., 1992 cited in Berger, 1996, p.41). This indicated that the prime objective of self­
feeding had been achieved; the carer’s ratings pointed to a considerable improvement in 
eating behaviour. Furthermore, one set of post-intervention scores was collaboratively 
developed with Suriya, indicating that her own interpretation of her achievements was 
positive.
By the end of the intervention Suriya was eating all of her meals independently.
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Summary of Older People Case Report
The assessment and treatment of an eightv-three year old woman experiencing panic 
attacks: cognitive behavioural and interpersonal psychotherapy approaches
Reason for referral
Mary was referred for the assessment and treatment of her panic attacks. The 
referral, made by Mary’s General Practitioner, specified that these attacks occurred 
primarily when she was at the supermarket or socialising. Reference was also made to 
possible health concerns and low self-efficacy.
Presenting problems
Mary explained that her GP had found no physical basis for her current 
difficulties, but had instead proposed that she was experiencing panic attacks. Mary was 
frank in expressing that this diagnosis alarmed her. She said she did not understand what 
was inferred or the implications in terms of prognosis. She explained that she 
conceptualised her difficulties in terms of a loss of ‘self-confidence’. She described 
feelings of apprehension and symptoms of panic, and said that these were often combined 
with a sense of apathy.
Formulation
Mary’s presenting problems were conceptualised using Clark’s Cognitive Model 
of Panic (Clark, 1986). However, the International Classification of Functioning, 
Disability and Health (ICF; World Health Organisation, 2001 cited in Laidlaw, 
Thompson, Dick-Siskin & Gallagher-Thompson, 2003) was also incorporated into the 
initial formulation, as was the generic Cognitive Model for Older People (CMOP; 
Laidlaw et al., 2003). These additional components were introduced to allow for
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consideration of the impact of Mary’s medical co-morbidity and factors related to aging 
and life experience.
With regards to the ICF system, it was hypothesised that Mary’s adaptive function 
was considerably impaired. Her numerous physical symptoms meant that she was quickly 
physically exhausted and was subject to considerable pain. Her relative social isolation 
was thought to confound these difficulties. Moreover, Mary received little emotional or 
practical support and perceived no option other than to persevere independently. Indeed, 
her approach was consistent with the role investments and cohort beliefs conceptualised 
within the CMOP. Mary perceived an expectation to remain autonomous and to overcome 
the difficulties imposed by her medical conditions. It was speculated that her beliefs 
required not only self-reliance, but also a need to extend support to others. As such, the 
physical restrictions on her personal capabilities are thought to have operated along with 
other life stressors to widen the perception between her actual and desired self. It was 
suggested that this had the effect of undermining her self-esteem. Equally, her self- 
efficacy appeared to have been challenged by the experience of watching people she 
cared for deteriorate in the months preceding their deaths. It was proposed this reinforced 
Mary’s own personal infirmity and led to negative expectations with regards to her own 
future. It also appeared that Mary had internalised the view that ‘it is terrible to be old’. 
Indeed, hypothesis was made that all of these factors posed a considerable threat to 
Mary’s positive sense of self, activating the negative thoughts ‘I can’t cope’, ‘things are 
out of control’.
It was speculated that when the panic attacks developed, Mary was 
preoccupied with the thought of having some friends to visit. It was hypothesised that 
deciding not to cook for these people reinforced her existing sense of self-inadequacy. 
The suggestion was made that the pressures of her immediate external environment (e.g., 
long queues in the supermarket) reinforced these negative beliefs threatening her 
perception of her ability to cope and ultimately leading to the development of anxiety 
symptoms. These symptoms were then thought to be misinterpreted as the signs of 
collapse. It logically followed that such an adverse interpretation heightened Mary’s 
anxiety instigating the panic cycle.
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Intervention
The intervention spanned twenty sessions. It was designed to meet Mary’s goals 
to ameliorate her panic symptoms and increase her self-confidence. The intervention 
followed the panic treatment protocol suggested by Clark (1989). However, the 
modifications proposed by Laidlaw et al., (2003) for cognitive behavioural therapy with 
older adults were incorporated. For instance, consideration was given to the worries 
related to both real and excess disability (ICF; Laidlaw et al., 2003).
Interpersonal Psychotherapy (IPT) techniques were used to enhance Mary’s self- 
efficacy (goal 2). IPT is generally perceived as a personally kind means of appraising 
difficult experiences, reducing the likelihood of self-denigration. Also, while IPT 
typically focuses on present interpersonal problems, suggestions for the use of this 
approach with older adults are for the inclusion of reminiscence (Weissman, Markowitz 
& Klerman, 2000). As such, there was some focus on previous relationships, enabling 
Mary to consider the impact of past experiences on her self-efficacy.
Outcome
Mary’s Beck Anxiety Inventory (BAI; Beck, Epstein, Brown & Steer, 1988) score 
classification improved from moderate to minimal. There was also a substantial reduction 
in her Beck Depression Inventory (BDI; Beck, Ward, Mendelson, Mock & Erbaugh, 
1961) score, although this was sub-clinical pre-intervention.
Residual anxiety symptoms were attributed to the time restrictions placed on the 
relapse prevention work. It was felt that Mary would have benefited from the opportunity 
to further consolidate her more positive sense of self. However, a good prognosis was 
inferred, given that Mary took no anxiolytic or antidepressant medication during 
treatment. As there was also no change in circumstances, this suggested that the reduction 
in her symptom presentation was a consequence of cognitive change.
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Summary of Specialist Case Report
The neuropsychological assessment of a fifty-nine year old man who had 
experienced a left frontal blunt head injury
Reason for referral
A Consultant Neurologist referred Tom for a neuropsychological assessment. The 
referral specified that Tom suffered a blunt head injury several years ago. It stated that he 
experienced ongoing cognitive complaints, which he attributed to this trauma. The 
Neurologist wished to determine whether Tom’s cognitive profile was consistent with a 
closed head injury. He specifically requested a formal memory evaluation, given Tom’s 
perception that his memory had declined.
Presenting problem
Tom reported experiencing a number of memory difficulties (e.g., forgetting items 
and trouble recalling familiar routes). He also said that he had difficulty completing 
complex tasks, including both new and well-learnt procedures. Subjective attention 
difficulties included the inability to focus on previously enjoyed documentaries and 
difficulty following conversations. He also found it difficult to concentrate at work. 
Additionally, Tom felt that since the accident he had become short tempered, quickly 
losing patience with himself and others. He also perceived that his propensity to worry 
had increased, and felt that the nature of his depression had changed following the head 
injury. He described experiencing persistent depression prior to the accident, but said that 
these episodes of low mood were now more transitory.
History of presenting problem
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Three years ago, Tom walked into the rough end of an unprotected cut-off RSJ 
girder. Impact was left frontal and resulted in collapse, but no prolonged loss of 
consciousness. Symptoms of concussion (e.g., nausea, dizziness) persisted for one to two 
weeks, and there was limited post-traumatic amnesia. Tom had no recall of the period of 
collapse or of returning to his feet. His first memory after the incident was of walking into 
another part of the building to seek assistance. There was little retrograde amnesia.
Psychiatric and medical history
Tom had a number of medical conditions (e.g., arthritis, rheumatism) and suffered 
from recurrent episodes of depression prior to his head injury. He had also made one 
suicide attempt.
Hypotheses
The main hypothesis was that Tom would have a neuropsychological profile 
consistent with a left pre-frontal blunt head injury; that is, impairments in executive 
functioning, word finding, working memory, attention and speed of processing.
The alternative hypothesis was that Tom’s complaints might be a feature of his 
mental health difficulties. It was anticipated that this would result in a less specific 
cognitive profile.
Testing
The Wechsler Test of Adult Reading - UK (WTARUK; Wechsler, 2001) was the 
selected measure of pre-morbid functioning. The Wechsler Adult Intelligence Scale -  
Third Edition UK (WAIS-IIIUK; Wechsler, 1997a) and The Wechsler Memory Scale -  
Third Edition UK (WMS-III1^ ; Wechsler, 1998) were chosen to provide the 
comprehensive assessment of cognitive abilities. All of the WMS-IIIUK core subtests were 
administered given the Neurologist’s specific request for a formal memory evaluation.
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It was necessary to include some measures specifically designed to assess pre- 
frontal executive functioning. Selected subtests from the Delis-Kaplan Executive 
Function System (D-KEFS; Delis, Kaplan & Kramer, 2001) were chosen for this purpose. 
Additionally, psychometric measures of depression and anxiety were included in the test 
battery; the purpose being to determine the severity of these symptoms and their possible 
impact on the obtained cognitive profile.
Presentation
Engagement with the testing procedure was good. Concentration was also 
generally maintained, although there were moments of distractibility. Anxiety was not 
apparent during testing, but there was some evidence of depression. Such negative affect 
was, however, generally short-lived.
Speech prosody was intact, but there were some hesitations in speech and some 
semantic circumlocution was evident. Gesturing was used occasionally to compensate for 
expressive language difficulties. Mild anomia was present, but was not accompanied by 
obvious paraphasic errors. Receptive language was seemingly unimpaired.
Test findings
Tom had impaired cognitive flexibility and a poor working memory, coupled with 
a reduction in cognitive speed and efficiency. His cognitive profile was also influenced by 
a reduction in the speed of fine motor actions.
He had clinically significant depression and anxiety scores.
Conclusions
It was felt that if Tom’s depression and anxiety had impacted on testing this would 
go a considerable way to explaining his subjective memory complaints. The profile was, 
however, also consistent with a blunt head injury history. This was especially so when the
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reported personality changes were taken into consideration. Moreover, it seemed 
improbable that Tom’s mental health difficulties provided a complete explanation for his 
cognitive profile, given the specificity of the cognitive deficits. It was probable that the 
deficits in cognitive flexibility were organic. As such, this favoured the conclusion that 
organic and fimctional difficulties co-existed. Yet, only tentative conclusions could be 
drawn regarding an organic component, as the accepted indices of permanent brain injury 
were lacking; that is, there was no apparent loss of consciousness following the head 
injury and no significant post-traumatic amnesia. The level of injury received was 
therefore not supportive of there being any permanent cognitive deficits. Individuals with 
psychiatric histories are also at risk of developing further mental health difficulties 
following head injury.
Although Tom was considering seeking compensation for his injuries, it was 
doubted this had any significant influence on the test results. It was improbable that 
response biases would have produced the obtained specific profile of impairments.
It was recommended that Tom should explore with his GP the various options for 
treating his anxiety and depression. He was also advised that there were possible safety 
concerns, given the moments of inattention and deficits in cognitive flexibility and speed 
of processing. As such, it was advised that Tom arrange to have his work supervised for a 
period of time.
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Abstract
Objectives: To assess whether existing Continuing Professional Development (CPD) 
and supervision arrangements meet professional practice and Trust guidelines. Also, to 
determine if variation exists in therapists’ experience of supervision.
Design & setting: A non-experimental cross-sectional design was used, with a
questionnaire distributed to all clinical psychologists, counselling psychologists, 
psychotherapists, family therapists and counsellors employed by the NHS Trust 
(n=T00).
Main outcome measure: Participants’ questionnaire responses. Questionnaire 
development followed expert consultation and reference to previous CPD and 
supervision studies.
Results: 93.7% of respondents specified that they are currently receiving clinical 
supervision, the primary focus of which is casework discussion. 10.3% of respondents 
stated that supervision is self-funded, with just 51.7% of the sample-receiving 
equivalent to, or more than, the IV2 hours of clinical supervision per month required 
by the Trust. Significant variation was found between the number of years qualified 
and the quantity and type of supervision received. Just 46.8% of respondents specified 
that their work has been appraised within the last twelve months, and few could verify 
that they have work plans (36.1%), personal development (24.6%) and CPD plans 
(17.5%). Yet, while failing to meet the Trust stipulation that 10 days per annum be 
utilised for CPD, most respondents reported that they are informally engaged in CPD 
activities.
Conclusion: The majority of psychological therapists are not meeting the Trust, or 
professional practice, CPD and supervision guidelines. This may be perceived as a 
clinical governance and professional self-regulation failing, and has worrying 
implications for the maintenance of treatment efficacy.
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Introduction
Continuing Professional Development (CPD) and supervision are essential in 
the assurance of treatment efficacy at local level in the NHS. Both are integral 
components of clinical governance introduced in the Government White Paper ‘The 
New NHS. Modem. Dependable.’ (Department of Health, 1997). Clinical governance 
is a comprehensive approach to quality for Tmsts, facilitating, for the first time in the 
history of the NHS, the juxtapositioning of quality alongside finance (Department of 
Health, 1997).
CPD/’lifelong learning’, as part of the quality agenda (Appendix A), is 
designed to expedite the attainment of health outcomes and NHS priorities, as detailed 
in the national service frameworks (Department of Health, 1999). Indeed, it 
necessitates the delineation of professional and service requirements, which should 
now be formalised as Personal Development Plans (PDP) (Department of Health, 
1998a). It is proposed that strategy to meet NHS objectives should then be 
implemented through the alignment of each individual’s CPD plan and PDP with their 
work plan (Department of Health, 1999). Individual performance reviews (appraisals) 
are stipulated to allow assessment of progress in relation to work plan objectives 
(Department of Health, 1999).
At the professional level, protocol again points to the need for a sound 
treatment evidence base, and by default reiterates the requirement for CPD and clinical 
supervision (e.g. Baker & Benjamin, 2000). Indeed, given the professional self- 
regulation requisite, cross-reference with professional practice guidelines is necessary 
to ensure that statutory requirements are met (Department of Health, 1997). 
Professional practice guidelines do vary (Appendix B), yet consensus exists that CPD 
is an essential activity for all clinicians. Equally, supervision is said to be a key 
component of CPD, and should be ‘needs led’ (e.g. Division of Clinical Psychology of 
the British Psychological Society [DCP], 2001a); in pragmatic terms, each 
professional’s PDP must include a supervision plan, and supervision should be 
governed by the CPD plan, PDP and annual appraisal (DCP, 2001a). Supervision 
should allow ‘reflection, discussion and feedback on all elements of practice’ and 
should be accessed by all clinicians ‘whatever their level of experience’ (DCP, 2001a; 
DCP, 2001b). ,
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The guidelines detailed in the consultation document ‘A first Class Service’ 
(Department of Health, 1998a) and reiterated in ‘Working Together, Securing a 
Quality Workforce for the NHS’ (Department of Health, 1998b) specified April 2000 
as the implementation target for health professionals’ annually appraised PDP and 
CPD plans (Department of Health, 1999). More recently, to ensure consistency across 
the psychological therapies, the Trust concerned issued multidisciplinary CPD and 
supervision guidelines (Appendix C); that is, to promote the consistent treatment of 
psychological therapies staff, and to verify that differing professional practice 
requirements are met, decision was made that the most stringent professional 
guidelines should be followed (DCP, 2001b). The Trust stipulated that, in accordance 
with regulations of the DCP, all psychological therapists should have an average of ten 
days per annum for CPD, and at least l lA hours of clinical supervision per month; 
caseload supervision (frequency unspecified) should also be timetabled (DCP, 2001b). 
Moreover, given that April 2002 was specified as the mandate implementation target, 
need existed to audit at this juncture (04/02) to ensure that Trust objectives are being 
met.
The audit hypotheses were designed to determine if the multidisciplinary CPD 
and supervision mandate has been successfully implemented. The overall purpose was 
to provide Trust directors with concrete detail of any shortfalls, in order to facilitate 
their eventual remedy. The research hypotheses had a negative bias, however, given 
awareness of competing pressures on clinicians’ time. Both CPD and supervision have 
considerable resource implications, and where clinicians are managing heavy 
caseloads, may be perceived to impinge on client contact. When supervision is 
scheduled there is some suggestion that the urgency to discuss complex cases 
predominates, so that reflection on other aspects of practice is circumscribed.
Hypotheses
1. Existing supervision arrangements fall short of professional practice and 
existing Trust guidelines.
2. There is considerable variation in therapists’ experience of supervision.
3. Therapists have yet to formalise their work plans, PDP and CPD plans, and 
have not yet implemented the required annual appraisal (IPR).
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4. Supervision is not suitably governed by the CPD plan, the PDP or annual 
appraisal.
Method
Design & participants
The audit took a non-experimental cross-sectional design, and was primarily 
intended to describe existing CPD and supervision arrangements. Questionnaires were 
distributed to all clinical psychologists, counselling psychologists, psychotherapists, 
family therapists and counsellors employed by the Trust (n=100). The initial response 
rate was 46%, although this subsequently rose to 63% (16 males [25.4%]; 47 females 
[74.6%]) following a second mail shot. It was infeasible to estimate attributes of the 
response bias, yet it seems likely that respondents differed from non-responders on a 
number of characteristics such as motivation and interest (Barker, Pistrang & Elliott, 
1994). Moreover, this response rate does compare favourably with that of comparable 
research using postal questionnaires (Breakwell, Hammond & Fife-Schaw, 1995). 
Demographics of the sampling population are detailed in Table 1.
Table 1: Sample demographics*
Mean SD Minimum Maximum
Age 46.3 9.1 26 63
Years qualified 12.5 9.3 0 35
Clinical Speciality N %
Clinical psychologists 28 44.4
Counselling psychologists 6 9.5
Psychotherapists 16 25.4
Family therapists 3 4.8
Counsellors 10 15.9
Total 63 100
* Note: Other demographics (e.g. spine point) are not reported given the high frequency o f missing 
data.
Procedure & measures
Questionnaire development followed reference to other CPD and supervision 
studies (e.g. Ellis, Ladany, Krengel & Schult, 1996). In particular, a number of the
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supervision items were adapted from a questionnaire devised by Gabbay, Kiemle and 
Maguire (1999; Appendix D). These authors surveyed the supervision arrangements of 
clinical psychologists in the North West of England (n=321); their questionnaire 
development was based on earlier research (Pilgrim & Barnes, 1989), and followed 
expert consultation and piloting (Gabbay et al, 1999). Yet, given that this research 
focused on psychodynamic approaches, a number of the questions were model specific 
and as such were excluded. Items pertaining to Trust supervision and CPD guidelines 
were then incorporated, and the measure was again subject to expert scrutiny. Indeed, 
to maximise content validity, the questionnaire was developed in consultation with the 
Psychological Therapies’ Director. The sampling list was then obtained from Trust 
records, and the questionnaire dispatched via internal mail.
In order to maximise the return rate the questions were kept purposefully 
factual, a second mail shot was disseminated, and team leaders were requested to 
advocate staff participation in the audit (Appendix E). Participants were also given the 
option of responding anonymously, and to facilitate accurate completion of the 
questionnaire, brief guidance notes were included (Appendix F). The questionnaire 
itself comprised both categorical and multiple-choice items. Respondents were also 
invited to make additional comments, although such information was insufficient to 
enable any formal qualitative analysis.
The data was analysed using SPSS for Windows (vll), and descriptive 
statistics are reported. The results of Kruskal-Wallis tests evaluating differences in 
supervision experience as a function of both age and years qualified are detailed, and a 
Two-Way Contingency Table Analysis (gender x amount of supervision) is included. 
To reduce the probability of a Type 1 error the significance level was reduced to .007 
(.05/7). Moreover, nonparametric statistics were used given that the data violates the 
parametric equal variances assumption (Green, Salkind & Akey, 2000).
Results
Hypothesis one
93.7% of respondents confirmed that they are currently receiving clinical 
supervision. Yet, as is illustrated in Figure 1, only 51.7% specified that they receive
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equivalent to, or more than, the VA hours (90 minutes) of supervision per month 
required by the Trust. 4.8% of the sample also reported that supervision is not 
timetabled, but occurs only on an ad hoc basis. Moreover, only 6.9% (n=4) of the 
sample could verify that they have a written supervision contract. Individuals reporting 
to receive no clinical supervision were B grade clinical psychologists and 
psychotherapists.
Figure 1: Supervision received by therapists
per month (minutes)
30 ---------------------------------------------------------------------------------------
Median = 90
Std. Dev = 71.76 
Mean = 89.9
0.0 50.0 100.0 150.0 200.0 250.0 300.0
monthly supervision (minutes)
Caseload supervision, typically provided by direct line managers, was reported 
as minimal; 41% of respondents indicated that they receive no such supervision, while 
another 36.1% acceded that less than one hour per month is devoted to such activity 
(22.9% > 1 hour caseload supervision). With regards the supervision provided by 
respondents themselves, Figure 2 demonstrates that therapists are most actively 
involved in the supervision of their own professions’ trainees.
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Figure 2: Supervision provided by respondents*
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Of those respondents eligible (n=48, missing=7), only 81.3% have completed 
the basic training course in supervision. Furthermore, of those therapists that 
completed basic training prior to 1999 (n=47) just 23.1% have attended the required 
refresher course. 14.6% of respondents currently providing supervision have never 
taken the necessary basic training.
Hypothesis two
A Kruskal-Wallis test was used to evaluate differences in the amount of 
supervision received (inadequate versus that meeting Trust requirements) as a function 
of participants’ ages (years). The analysis was not significant, % (1, N = 55) = 3.54, p 
= .06, although mean ranks possibly reveal a non-significant trend (Table 2). 
Furthermore, this would coincide with the finding that relation does exist between the 
number of years qualified and the quantity of supervision received. Indeed, a second 
analysis, again corrected for tied ranks, was conducted to evaluate these differences; 
the result was significant, %2 (1, N = 53) = 10.68, p = .001, with r\2 of 0.21 pointing to
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a strong association between years qualified and the amount of supervision received. 
Descriptive statistics for both analyses are presented in Table 2.
Table 2: Descriptive statistics illustrating differences in the amount of supervision 
received as a function of a) years qualified b) age
Supervision N (%) Mean Median SD Variance Mean
Rank
a) Years 
qualified
Inadequate 28
(52.8)
16.5 13.5 9.6 92.3 33.5 Mean ranks 
indicate that 
therapists’ 
supervision 
arrangement 
s are more 
likely to be 
inadequate 
the longer 
the period 
post 
qualification.
Adequate 25
(47.2)
7.8 8.0 6.5 42.0 19.7
b) Age in 
years
Inadequate 26
(47.3)
48.8 49.0 7.4 55.2 32.3
Not
significant
Adequate 29
(52.7)
43.6 46.0 9.6 93.1 24.2
Kruskal-Wallis tests were also conducted to evaluate differences in the type of 
supervision received (internal versus external) on median years qualified and age 
(years). No significant association was found between supervision type and age (x [1, 
N = 53] = 2.23, p = .14), but relation was found between supervision type and years 
qualified; x2 -N = 51) = 7.62, p = .006 with rj2 of 0.15 indicating a strong 
association between supervision type and the length of time post qualification. Table 3 
demonstrates that therapists qualified for shorter periods are less likely to have an 
external supervisor than their more experienced colleagues.
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Table 3: Descriptive statistics illustrating differences in supervision type 
(internal/external supervisor) as a function of a) years qualified b) age
Supervision N (%) Mean Median SD Variance Mean
Rank
a) Years 
qualified
Internal 27
(52.9)
8.4 8.0 6.4 41.3 20.6
External 24
(47.1)
16.0 15.5 10.0 100.1 32.1
b) Age in 
years
Internal 32
(60.4)
44.5 46.0 8.9 79.2 24.4
External 21
(39.6)
48.0 49.0 9.4 88.6 30.9
Analyses were again conducted to verify if there is any association between 
supervisors’ seniority (senior supervisor, peer & senior supervisor, peer supervision 
only) and supervisees’ age. Also, to see if any relation was apparent between 
supervisors’ seniority & the number of years supervisees’ had been qualified. Table 4 
demonstrates that the results of neither analysis were significant.
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Table 4: Descriptive statistics and Kruskal-Wallis tests evaluating differences in the 
type of supervision received (senior supervisor, peer & senior supervisor, peer 
supervision only) as a function of a) years qualified b) age
a) Supervision N (%) Mean Median SD Variance Mean
Rank
Years
qualified
Senior
supervisor
29
(56.9)
9.8 10.0 8.2 67.9 23.2
Peer & senior 
supervisor
12
(23.5)
16.9 12.5 10.7 115.4 33.1
Peer
supervision
10
(19.6)
10.9 9.0 5.9 35.2 25.7
a) % (2, N = 51) = 3.84, p = .15 (Mean ranks may point to a non-significant trend)
b) Supervision N (%) Mean Median SD Variance Mean
Rank
Age in 
years
Senior
supervisor
33
(62.3)
44.7 47.0 9.9 98.5 25.6
Peer & senior 
supervisor
9
(17.0)
45.7 45.0 9.6 92.0 27.5
Peer supervisor 11
(20.7)
48.4 49.0 4.3 18.5 30.9
b) % (2 , N — 53) = 1.00, p = .61 (Mean ranks may point to a non-significant trend)
A Two-Way Contingency Table analysis was used to determine if there were 
any gender differences in the amount of supervision received by therapists (inadequate 
versus that meeting Trust requirements). No significant relationship was found, 
however (Pearson x2 [1, N = 60] = .02, p = .88). Also, expected frequencies were too 
low to evaluate whether there was any association between clinical psychologist’s 
grades and the amount of supervision scheduled (inadequate versus adequate). Table 5 
illustrates the observed frequencies.
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Table 5: Frequencies of supervision quantities by grade (clinical psychologists)*
Grade
Amount of supervision 
scheduled per month Total N(%)
Proportionally more 
B grade than A  
grade clinical 
psychologists 
receive the l'A hours 
o f  supervision per 
month stipulated by 
the Trust.
Adequate (%) Inadequate
(%)
A 6 (42.9) 8 (57.1) 14 (100)
B 3 (23.1) 10 (76.9) 13 (100)
♦Data is presented only for clinical psychologists given that the other professions do not all use a grading system; o f  
those that do the high frequency o f  missing data precluded meaningful reporting.
Table 6 illustrates that the majority of respondents (62.7%) report having 
individual supervision, while the use of groups is more frequent than supervision in 
pairs. The Trust also seemingly finances just 82.8% of therapists’ supervision, with 
10.3% of the sample reporting that supervision is self-funded. Moreover, of those 
therapists working part time for another employer, 50% currently self-fund their 
clinical supervision.
Table 6: Frequencies of different supervision formats and funding provision
Supervision format N %
Individual 37 62.7
Pair 4 6.8
Small group 18 30.5
Supervision funding N %
Trust financed 48 82.8
Self funded 6 10.3
Other 4 6.9
Funding of supervision for 
therapists with two 
employers
N %
Trust 4 25.0
2nd employer 2 12.5
Funding is split 2 12.5
Self funded 8 50.0
With regards the content of clinical supervision, 86% of respondents report 
that this is primarily used for casework discussion. Figure 3 illustrates though, that
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reflective practice is also a frequent component of supervision. Other issues, such the 
discussion of NHS policy, race, culture and case presentation skills, are to a greater 
degree neglected.
Figure 3: Issues currently addressed in clinical supervision (N=59) 
100
Hypothesis three
Only 46.8% of respondents reported that their work has been appraised within 
the last twelve months. Furthermore, just 36.1% of therapists have had a formal work 
plan agreed with their manager. 24.6% were able to specify that they have a current 
PDP, and of this subset (n = 15), 73.3% (n = 11) verified that this includes a CPD 
plan. Yet, of those therapists with a CPD plan (n=ll) just 36.4% (n=4) reported that 
this has been incorporated into the performance review criteria specified in their work 
plan. Moreover, figure 4 illustrates that, of those individuals with a formal CPD plan, 
only 2 meet the Trust requirement that 10 days per annum be utilised for CPD. 96.8% 
(n = 61) of respondents did, however, indicate that, while lacking a formal plan, they 
are actively engaged in CPD activities (mean number of activities = 5.64; range = 2 -
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15). Figure 5 illustrates that the most frequent CPD activities involve attending 
workshops and conferences; conversely, secondment and professional video hire were 
the least frequently reported.
See Appendix G for details of frequency data for IPRs, work plans, PDP and 
CPD plans.
Figure 4: Number of days specified for
respondents to complete CPD activities
3.5
3.0
2.5 ■
2 .0  ■
■o
Q .
Median = 5.0
Std. Dev = 4.61 
Mean = 4.8
N = 10.000.0
2.5 5.0 10.0 12.5 15.00.0 7.5
CPD days per annum
Hypothesis four
46.7% (n = 7) of therapists with a PDP (n = 15) specified that this affects the 
format of their supervision. Similarly, 54.5% (n = 6) of respondents with a CPD plan 
(n = 11) believe that this suitably governs the supervisory process. Just 24.1% (n = 7) 
of individuals who have had an annual appraisal (n = 29) feel that this influences 
supervision.
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Discussion
The results demonstrate that the majority of therapists are receiving 
supervision, but that this is not to the standards required by professional practice and 
existing Trust guidelines. Only half of the respondents indicated that the requisite 1 Vi 
hours of supervision is scheduled each month, and few could confirm that they have a 
written supervision contract. Caseload supervision was also frequently reported to be 
lacking (Trust, 2001). Moreover, while respondents are themselves active supervisors 
this resource seems primarily used for the supervision of trainees; premise is made 
that, given the integral role of supervision in training, this predominates resulting in a 
shortfall of accessible supervisors for qualified staff (DCP, 1995). Further concern is 
that 14.6% of current supervisors have never completed the necessary basic training, 
and a yet more substantial proportion (76.9%) have not updated these skills; this again 
points to a professional practice failing, and merits further investigation (DCP, 
2001b).
The analyses indicate that a strong inverse association exists between the 
number of years post qualification and the amount of supervision received. Equally, 
that there is a significant relationship between supervision type (internal versus 
external supervisor) and the length of time post qualification. Speculation is that 
senior therapists often encounter practical difficulties accessing appropriate 
supervisors; alternatively, that in endeavour to meet their professional requirements, 
senior therapists are often forced to seek external supervision (DCP, 2001b).
With regards funding, the audit suggests that, contrary to guidelines, more than 
10% of therapists are currently financing their own supervision (Trust, 2001); also, 
that this figure rises to 50% when considering those therapists employed part time 
elsewhere. This again indicates difficulty-accessing supervision within the Trust, and 
points to the need for further enquiry. Of additional concern is the discovery that 
supervision is primarily used for casework discussion; this may again be a feature of 
the inadequate duration/frequency of supervision. As was hypothesised, it seems 
likely that supervision time is at a premium, leading to the neglect of a number of 
important issues. Professional guidelines stipulate that supervision should be an 
opportunity ‘to update on both core...skills and to keep abreast of national initiatives 
regarding policies and practices’ (DCP, 2001b); it should certainly encompass race,
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culture and gender issues, and the discussion of administration should not be sidelined 
given the Access to Health Records Act (Public General Acts of 1990); also given the 
possible impact of any records on the opinions of other professionals, in particular in 
those instances where notes may be subpoenaed (DCP, 1995).
In line with the hypotheses, the results indicate that a substantial proportion of 
respondents have yet to formalise their work plans, PDP and CPD plans. The 
requirement that therapists set aside 10 days per annum for CPD is also scarcely being 
utilised, and many respondents are yet to have their work appraised (Trust, 2001). 
Moreover, while the majority of the sample is informally engaging in CPD activities, 
the relation of these tasks to professional and service requirements is unclear. Indeed, 
without the required PDP and work plans it is difficult to determine if resources for 
CPD are currently appropriately channelled (Department of Health, 1998a; 
Department of Health, 1999); equally, if  supervision is suitably tailored to meet 
professional and service needs (DCP, 2001b). The predominance of workshop and 
conference attendances may also point to continuation of the misnomer that CPD 
equates to ‘going on courses’ (Department of Health, 1999). Trust staff are to some 
degree expected to update their professional knowledge through conference/course 
attendance, yet it may be necessary to further highlight that, as part of the Trust’s 
Teaming culture’, ‘an increasingly large proportion of CPD [should be] work based’ 
(Department of Health, 1999).
The audit’s service value would likely have been improved had participants 
been asked to report if their work plans, PDP and CPD plans are pending. 6.7% of the 
sample provided comments to this effect, suggesting that structured questioning may 
have helped to determine if the implementation of planning objectives has simply 
been delayed. Also, the utility of the questionnaire might have been enhanced had 
request been made that participants indicate the number of points awarded for each 
completed CPD activity; given that staff are expected to obtain 20 CPD points per 
annum, the responses to such a question would have provided greater insight as to 
whether CPD is in anyway currently governed by service needs (Trust 2001). Equally, 
information relating to the resource availability of individual services would have 
been valuable; especially as remaining comments bemoaned the lack of financial 
resources for CPD activities.
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In summary, the audit reveals that the majority of psychological therapists are 
not meeting the Trust CPD and supervision guidelines. It seems that the specification 
of April 2002 as the target for guideline implementation was untenable. It also 
highlights, that as a consequence, many therapists are failing to meet their professional 
practice requirements; this in turn undermines the professional self-regulation 
requisite, and has worrying implications for the maintenance of treatment efficacy 
(Department of Health, 1997). In Terms of informing service delivery, this study’s 
main value is that it provides concrete detail of what were previously speculated 
shortfalls; it points to the need to further investigate organisational and attitudinal 
factors that may be preventing guideline implementation. Indeed, premise is made that 
lack of managerial support and resource limitations may be partly responsible for 
inadequate CPD and supervision arrangements. Such difficulties may also account for 
the large number of non-responses, although possible apathy cannot be dismissed. 
Indeed, while there would be ethical considerations, the value of the audit might have 
been improved had participation been a mandatory component of the Trust’s clinical 
governance initiative.
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Clinical Governance (Department of Health, 1997)
A new initiative in the White Paper to ‘assure and improve clinical standards at local 
level throughout the NHS. This includes action to ensure that risks are avoided, 
adverse events are rapidly detected, openly investigated and lessons learned, good 
practice is rapidly disseminated and systems are in place to ensure continuous 
improvements in clinical care’ (Department of Health, 1997).
Continuing Professional Development (CPD; Department of Health, 1998a)
The consultation document ‘A First Class Service: Quality in the new NHS’ defines 
CPD ‘as a process of lifelong learning for all individuals and teams which meets the 
needs of patients and delivers the health outcomes and healthcare priorities of the 
NHS, and which enables professionals to expand and fulfil their potential’ 
(Department of Health, 1998a).
Professional Self-Regulation Requisite (Department of Health, 1997)
This places the onus on individual professionals to ensure the efficacy of their practice 
(Department of Health, 1997).
Supervision (DCP, 1995)
‘All aspects of professional practice should be accessible to supervisory inputs, 
including research activity, administrative and managerial work, service developments 
and the process of supervising others’ (DCP, 1995).
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Appendix A
Quality Framework: Department of Health (1999)
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‘What the quality framework means for patients’ 
Department of Health (1999)
National Service Frameworks ___
National Institute for Clinical Q3X,
Excellence Standards
Of Service
Patient & Public 
Involvement
Professional 
Self­
regulation
Clinical Governance
t i
L ife Long 
Learning/ 
CPD
Dependable
Local
Delivery
National Performance 
Framework 
Commission for Health 
Improvement 
National Patient & User Survey
Monitored
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Appendix B 
Professional Practice Guidelines
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CPD Requirements 
(per annum)
Supervision 
Requirements 
(per month)
British Psychological 
Society (BPS, 2001)
10 days (70 hours) VA hours/ approximately 
lA session
British Association of 
Counselling & 
Psychotherapy (BACP)
Mandatory, but quantity 
unspecified
1 lA hours
United Kingdom Council 
for Psychotherapy (UKCP)
Requirements set by 
individual member 
organisations 
E.g. British Association for 
Behavioural & Cognitive 
Psychotherapies (BABCP) 
30 hours
Requirements set by 
individual member 
organisations 
E.g. BABCP minimum of 
1 hour
Note: When supervision is scheduled in groups, to determine the supervision time per 
individual, the duration is divided by the number of attendees.
References:
British Association for Behavioural & Cognitive Psychotherapies, (not specified). 
Guidelines for Good Practice. British Association of Counselling & Psychotherapy 
(babcp.com).
British Association of Counselling & Psychotherapy. (2002). Ethical Framework for 
Good Practice in Counselling and Psychotherapy. Rugby: British Association of 
Counselling & Psychotherapy.
British Psychological Society. (2001b). DCP Guidelines for CPD. Leicester: Division 
of Clinical Psychology of the British Psychological Society.
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Appendix C 
Trust Supervision & CPD Guidelines
Service Related Research Project
SUPERVISION AND CONTINUING PROFESSIONAL DEVELOPMENT 
GUIDELINES FOR CLINICAL PSYCHOLOGISTS, COUNSELLORS 
AND PSYCHOTHERAPISTS
Guiding Principles for CPD
1. Every Psychological therapist should devote a minimum of 10 days a  year to 
activities specifically identified a s CPD. This should be planned, recorded and 
reviewed regularly using a formal record
2. Every psychological therapist should ensure the supervision of their own work 
throughout their career.
3. Every psychological therapist should seek  basic training in supervision before 
undertaking the role of clinical supervisor and should attend refresher courses in 
supervision at least every three years
4. The identification of development needs should form an Important part of an 
annua! professional review procedure for all psychological therapists
5. CPD policies and strategies should be Incorporated into in both initial 
employment contracts, job descriptions and performance review criteria
6. Psychological therapists should pursue CPD experience appropriate to their 
present duties and level of their established expertise
7. Psychological therapists should ensure that they keep up to date with current 
developments and the applied scientific knowledge b ase of their profession.
8. CPD should extend beyond purely clinical applications to include development 
of skins and knowledge such a s  research and development, audit and 
evaluation, management and organisational issues
9. All psychological therapists should ensure that they maintain an up-to-date 
knowledge of issues regarding race and culture, gender, and class and how 
such issues can impact their day-to-day work, a s  a  member of the profession.
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Objectives
t. To encourage continued participation in high quality professional development 
activities
2. To develop awareness about the range of CPD activities which are necessary to 
maintain professional standards throughout the career
3. To demonstrate the existence and benefits of CPD to the wider community
Strategies
1. To implement and maintain a credible endorsement process for CPD activities 
which supports the ail existing guidelines developed by the BPS, BAC, BAP and 
UKCP.
2. To inform staff about CPD a s a quality assurance mechanism and to assist them 
to meet CPD criteria
3. To inform other professionals, clients, employers, and the community about CPD 
and to assist them to understand as aims and principles
4. To identify barriers to the introduction of CPD and to seek  ways to overcome 
them
5. To identify priorities for CPD, especially areas of unmet need
6. To establish a  credible and workable record system  of participation in CPD for 
staff
7. To ensure CPD activities are responsive to the needs of the psychological 
therapists a s  weS a s clients, employers and the broader community
8. To participate in and contribute to national efforts to maintain the highest 
standards for psychological therapists
CPD Log
P u rp ose
•  Taking stock of service objectives and career development
* Maintain interest and motivation
• Maintain high standards
* Supports CV writing
A '
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S tep  1
Setting the Context and Identifying tits  Need
This involves identifying the issues presented by a particular case or piece of work 
and the areas of expertise which may need to be developed or up-dated
S te p  2
Prioritising for Individual Development
Tliis involves deciding which of your professional development needs should be 
included in your personal programme and should be done in relation to criteria such
as:
•  Current level of development and skin
•  Degree of importance for. present work, future work and career 
aspirations, client's demands and needs
•  Clustering of items according to common development needs
•  Extent of compatibility with service development plans
The purpose is not only to identify areas of relative weakness but to develop further 
areas of strength.
Methods should include:
•  Discussion with senior colleague/supervisor
• Analysing work tasks and situations in relation to particular 
development needs
S te p  3
Selecting and implementing Development Activities
The aim is to select and Implement CPD activities in a planned way.
•  Select activities for meeting each CPD need 
■ Co-ordinate the activities into an overall plan
•  Execute the plan
and the methods you might use:
1. trying out new aspects on the job in a small way
2. paired work with a more experienced colleague
3. secondment to another situation providing relevant teaming experience
4. joining a working group
5. simulation or role-play activities
6. attending courses, workshops or conferences
7. consulting or working with a colleague who h as special knowledge
8. delivering courses to those who have less knowledge
9. research, reading or writing in order to publish
10. distance learning courses
11. visiting examples of good practice
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The activity needs to.
* suit the skills or knowledge to be developed
• provide an opportunity to extend knowledge, skiB or experience 
« be open to evaluation of appropriate changes e.g .
> through telling ( writing an article, providing lecture to 
colleagues on return/completion)
5- through doing ( conducting a therapy/ teaching session) 
v  attitude (throuoh self rating strategies e .g . of confidence)
CPD and Supervision 
Minimum Requirements
Requirements CPD Supervision
•  Clinical Psychologists
•  Counselling P sychologists
• Psychotherapists
•  Child Psychotherapists
• Counsellors
10 days per year 1.5 hours per month
These are minimum requirements which apply to all qualified stafT, whether full or 
part-time since to practice safely all staff need to give a basic minimum amount of 
time to reviewing their work and keeping up-to-date. Staff not complying with these 
standards w21 not be eligible for continued regislratioa'accredllalion with the relevant 
professional body.
Where staff receive supervision in a group the total lime the group lakes is divided 
by the number of attendees to give the allowable supervision time per attendee.
In most areas of the Trust fuB lime staff working with complex cases v/01 need  
substantially more supervision than the minimum standard. For example it is normal 
practice to allow 1 hour supervision for 6-8 hours of client contact time for NON 
accredited Counsellors working in Mental Health, depending on the experience of 
the Counsellor.
The Difference between Clinical Supervision and Management 
or Casework Supervision
All staff need two kinds of supervision:
•  Management and Case -  Load Supervision
This supervision is normally provided by the direct line manager who may or may 
not be of the same profession as the supervisee but who is in a position to help the 
supervisee be clear about his/her job requirements. Trust policies and procedures 
and can generally ensure that the work that is being done is work that should be
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done. For novice therapists this supervision shoufd ideally be provided by a senior 
member of the sam e or a closely related profession but for senior staff this is not 
generally necessary.
* Clinical Supervision
This kind of supervision is normally provided by an experienced and qualified 
therapist who works in the sam e tradition a s  that of the supervisee and is in a 
position to allow the supervisee a degree of privacy and confidentiality to explore 
personal issues in the therapy they provide and ensure that they do not interfere 
with the therapeutic process. This kind of supervision is normally provided by 
som eone who does not have management or professional responsibility for the 
service the supervisee provides.
Although many things can and should remain confidential between clinical 
supervisor and supervisee, the supervision contract always spells out the limits of 
this confidentiality and makes dear how feedback will be provided to ensure that the 
Trust can act to remedy problems and ensure safe practice.
Clinical Supervision Contracts
Will indude dear statements which identify
• Who provides the supervision
•  The therapeutic perspective of the supervisor
• Who is responsible for the care to patients
• Who sets the agenda
• Where the work/personal boundary is 
» limits of confidenliaHty
•  Relationship/feedback to the wider system
• Times
• Frequency
• Place
•  Membership (for groups only)
•  Focus
• Format
•  How the contract will be regularly reviewed
Clinical Supervision will normally be provided by a member of the Trust’s  staff. Staff 
will have som e opportunity to choose who provides their supervision from a range of 
group and Individual opportunities provided by a team of senior sta ff Where, 
exceptionally, no suitable member of staff exists, the Trust may commission 
supervision, on the supervisee’s  behalf, from a su2ab!y qualified person from 
outside the Trust
Supervision for Supervisors
Supervisors will have a programme of training and support to ensure the highest 
possible standards of supervision and the speedy identification and remediation of 
pervasive problems amongst staff arising out of organisational pressures and 
Issues.
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Points System for CPD
A points system will be used to facilitate an annual audit of CPD in the Trust. 
Clinicians are expected to gain 20 CPD points per year of which it is normally 
expected that 5-10 will be gained for attending courses /seminars / conferences.
The list below indicates a range of activities which might be included in a CPD ptan 
but careful consideration needs to be given as to whether in each  individual c a se  a 
particular activity represents actual CPD for a particular individual. For example, 
supervision for a 'B' grade psychologist is not CPD, it is part of the job, but for a 
psychologist at A:30 who has just completed a supervision course it might be. The 
actual points allocation wUl be selected from a pre determined range for tire activity 
and will be agreed at the planning stage. It is anticipated that staff win gain 
approximately haif their annual points for intemalfon the job* CPD activities and 
half for attending courses etc.
CPD ACTIVITY POINT ALLOCATION
ATTENDING PROFESSIONALLY ACCREDITED 
WORKSHOP {per half day)
ATTENDING OTHER WORKSHOPS (per halfday)
ATTENDING EXTENDED COURSES (p e r  5 hours)
PROVIDING LECTURES (per hour)
PROVIDING WORKSHOPS (per half day)
ATTENDING CONFERENCE (per half day)
PRESENTING AT CONFERENCE
ATTENDING SEMINAR/SYMPOSIA
CONVENING SEMINAR/SYMPOSIA
PROFESSIONAL VIDEO HIRE( watched In a  group and 
discussed)
PAIRED WORK WITH COLLEAGUE per 5 hours (as part 
of a  CPD programme)
SECONDMENT (as part of a  CPD programme)
JOINING WORKING PARTY per 5 hours (to solve a  
professional problem as part of a  CPD programme)
VISITING GOOD PRACTICE SITES (As part of CPD 
programme)
RESEARCH per day (as part of CPD programme)
CLINICAL AUDIT per day (Standard development, 
Design, analysts of data, writing up, n o t just 
participation In v/orfc for someone else, a s  part of CPD 
programme)
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Appendix D
Supervision Questionnaire devised by Gabbay, Kiemle & Maguire (1999)
Service Related Research Project
Q U E ST IO N N A IR E  S U R V E Y  O F SUPERVISIO N (C U R R E N T  A R R A N G E M E N T S A N D  
N E E D S) F O R  PO ST-Q U A ITFIC A T IO N  CLINICAL PSYC H O LO G ISTS
NB: F or the purpose o f  this questionnaire, the term  psychotherapy is designated to include 
psychodynam ic psychotherapy, psychoanalytic psychotherapy and cognitive-analytic  
psychotherapy.
S E C T IO N  A* Personal D etails
(1) Male 
Female
□□
n
(3) Grade (A  or B) 
Spinepoint
(4) Number o f  years qualified
(5) Clinical Speciality
□□
□
(6) Employment -  full time 1— I part-time□   □
S E d 'lQ N B r C u r r e h tS u p e r v is io n  Arrangem ents
(Please restrict a ll your answers below  to your main type o f  supervision. I f  you  receive more 
than one type o f  supervision, please give brief details o f  any other forms o f  supervision in 
Section H  a t the end.)
(a) A re yon  currently receiving an y  supervision o f  your clinical work?
Y es LJ
N o  ED
(b) I f  y es- w h at is the m ain theoretical orientation o f  the supervision?
1. Psychodynamic/psychoanalytic/CAT therapy
2. Cognitive -  behavioural therapy
3. Humanistic/existential/person-centred therapy
4. Systemic/family therapy
5. Other (Please give further details):
□□□□□
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(c)
(1)
(2)
(3)
(4)
(5)
W hat is the average duration and frequency o f  the supervision sessions?
Duration □1 hour
1V: hours
2 hours
More than 2  hours 
Other ___________
□□□□
(1)
(2)
(3)
(4)
(5)
Frequency 
Weekly 
Fortnightly 
3*4 Weekly
Less than monthly. 
Other __________
(6) Supervision occurs as and when necessary -
(d) Supervisor:
Is your supervisor
(1) internal to your department/immediate place o f  work?
(2) external to your department/immediate place o f  work?
(3) Supervision occurs only as p eer supervision
□□□
&
(e) Supervisees:
D o you receive supervision:
(1) individually?
(2) in a pair?
(3) in a small group?
(Please state how many)
□□□
SECTION Cr^SatSsfactidif ^ wth^uri^C^nnhgemerits
(a) A dequacy o f  current supervision:
I f  you have previously answered ’Yes' in Section fB l -  fa):
Is the supervision you are currently receiving:
(1) satisfactory no change desired
(2) unsatisfactory ....would like additional/alternative supervision
□
□
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(b) W h a t aspect(s) o f  your current supervision are you  
m ost satisfied  with?
least satisfied with?
(c) I f  you  have previously answered 'No* in Section CB) -  (a):
W ou ld  you  like to receive any supervision o f  your clinical w ork  at present?
Continue with Section D
N o  □  Continue with Section E
S E C T lQ N rh lC fiah ^  A rrangem ents
(a) I f  you  w ould  like to receive additional o r  alternative supervision o f  you r w ork  a t present,
w h a t w ould  be your preferred theoretical orientation o f  the  supervision sessions?
(1) Psychodynamic/psychoanalytic/CAT therapy □
(2) Cognitive-behavioural therapy □
(3 ) Humanistic/existential/person-centred therapy □
(4) Systemic/femily therapy □
(5) Other (please give detail) □
3
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(b) W hat w ou ld  be yt
Duration
(1) 1 hour ___
(2) 114 hours ____
(3) 2  hours ____
(4) M ore than 2  hours
(5) Other
□□□□□
duration and frequency o f  supervision sessions?
Frequency
(1) Weekly n
(2) Fortnightly n
(3) 3-4 Weekly n
(4) Less than monthly n
(5) Other □
not setting aside a regular tiine(dunition or frequency) □
(c) Preferred Supervisor:
0 )  to  your department/immediate place o f  work
(2) g g g ipal to  your department/immediate place o f  work
(3) neither - 1 would prefer peer supervision
□□□
(d) Preferred Supervisee A rrangem ents
W ould you prefer to receive supervision
(1) individually | |
(2 ) in a pair Q
(3) in a small group  ______________________ _ } I
(Please state how many)
4
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1 SE C T IO N  E r P rev iou s T raining, Supervision A nd E xperience In  Psychotherapy |
Q uestions In Section E , F  and G  relate specifically to “ psychotherapy”, ie. psycbodynam ic  
psychotherapy, psychoanalytic psychotherapy, and cognitive -  analytic therapy.
(a) D uring C linical Psychology Training
None  
at all
A
little Som e A  lot
(1) Theoretical teaching/training in psychotherapy □ □ □ □
(2) Direct personal experience o f  clinical work in 
psychotherapy □ □ □ Q
(3) Psychotherapy supervision □ □ □ □
(4 ) Experiential w ork (e.g. psychotherapy 
workshop/seminar/group) □ □ □ □
(b) Post-Q ualification Training
N one  
a t all
A
little Som e A lot
(1) Theoretical teaching/training in psychotherapy □ □ □ □
(2) Direct personal experience o f  clinical work in 
psychotherapy □ □ □ □
(3) Psychotherapy supervision □ □ □ □
(4) Experiential work (e.g. psychotherapy 
workshop/seminar/group) □ □ □ □
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[S E C T IO N F : Specia lisedP sychotfaerapyT raip ing,andP ersonalT herany
(a) S ince qualifying. have vou  undertaken any specialised psvchotheranv training fe.g.
ccrtincate/dinlom n/degree level)?
Y es ___
(Please give further details)
□
(b) H ave you  ever had any personal therapy?
Y es □  (Please give further details, eg. duration and frequency)
N o  C D
iSECJfjPQNGt^PsychbtiieraT^aa&
N one a t all A  little Som e A  lo t
(a) Approximately how much o f  
your total clinical w ork  is 
currently taken up with 
form al psychotherapy (i.e. 
dynamic/analytic/CAT)?
□ □ □ □
Ztr
(b) A s opposed to (a), how  much 
o f  your total clinical w ork  
w ould you  describe as 
psychodynam ically  informed?
□ □ □ □
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Copy of Covering Letter to Team Leaders
Service Related Research Project
April 02 
FROM:
Trainee Clinical Psychologist
TO:
RE: PSYCHOLOGICAL THERAPIES’ SUPERVISION AND CPD 
AUDIT
Please find enclosed, for your information, copy of a questionnaire distributed to all 
psychological therapies staff. Request has been made that staff complete and return 
this questionnaire as soon as possible, and I would be grateful if you could please lend 
your support to this exercise?
This information is required to inform , Psychological Therapies
Director, of the extent to which the Trust is, or is not, meeting the supervision and 
CPD needs of its staff*.
The questions have purposely been kept brief and factual in the hope that most people 
will spare the time to complete the questionnaire and return it. Managerial advocacy 
that staff participate in this audit should, however, also improve the return rate and 
subsequent statistical power of the study. As such, should you feel able to encourage 
(e.g. email/memo) psychological therapies staff in your service to take part in this 
audit I would be most grateful.
Please be assured that the data will only be reported on a group basis, and that 
individual staff responses will remain confidential.
Please do contact me if  you require any further information.
With many thanks for your kind assistance.
Yours sincerely,
Trainee Clinical Psychologist Psychological Therapies Director
Chartered Clinical Psychologis
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Appendix F 
Covering Letters & Guidance Notes
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April 02 
FROM:
Trainee Clinical Psychologist
TO: Clinical Psychologists Counselling Psychologists
Psychotherapists Family Therapists
Counsellors
RE: PSYCHOLOGICAL THERAPIES’ SUPERVISION AND CPD 
AUDIT
Please find attached a questionnaire, which I would be grateful i f  you would complete 
and return as soon as possible.
This information is required to inform , Psychological Therapies
Director, o f  the extent to which the Trust is, or is not, meeting the supervision and 
CPD needs o f  its staff1. This is important, as case needs to be made to the Board o f  
Directors to ensure sufficient funding to support adequate amounts o f  clinical 
supervision for therapists.
The questions have purposely been kept brief and factual in the hope that most people 
will spare the time to complete the questionnaire and return it. It will be much more 
powerful data i f  w e do get a good return rate! However, w e  are also interested in 
hearing view s and knowing more o f  individual issues and concerns, and will read with 
interest any extra information you may wish to put in the comments section.
Please be assured that the data will only be reported on a group basis, and that 
individual responses will remain confidential. Moreover, it is not necessary to provide 
your name, but i f  you do w e will not need to trouble you with a second mail shot 
should the need arise to boost the return rate.
With many thanks for your kind assistance.
Yours sincerely,
Trainee Clinical Psychologist Psychological Therapies Director
Chartered Clinical Psychologist
‘Please note this audit will also be submitted to meet the Clinical Psychology PsychD  
course requirement for service related research.
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24th April 02
FROM.
Trainee Clinical Psychologist
TO: Clinical Psychologists
Psychotherapists
Counsellors
Counselling Psychologists 
Family Therapists
RE: PSYCHOLOGICAL THERAPIES’ SUPERVISION AND CPD 
AUDIT
Please find attached a second copy o f  the audit questionnaire. I would be most grateful 
i f  you could please spare the time to complete and return this, as the research will 
have much more utility i f  it is possible to  boost the return rate. Ideally, questionnaires 
should please be returned by the 10/05/02.
Therapies Director, o f  the extent to which the Trust is, or is not, meeting the 
supervision and CPD needs o f  its staff1. This is important, as case needs to be made to  
the Board o f  Directors to ensure sufficient funding to support adequate amounts o f  
clinical supervision for therapists.
Please be assured that the data will only be reported on a group basis, and that 
individual responses will remain confidential.
Please accept my apologies for this reminder if  you have already returned your 
questionnaire.
With many thanks for your kind assistance.
Yours sincerely,
Trainee Clinical Psychologist Psychological Therapies Director
‘Please note this audit will also be submitted to meet the Clinical Psychology PsychD  
course requirement for service related research. ’ '*• * : •  ,>-*
This information is required to inform , Psychological
Chartered Clinical Psychologist
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Questionnaire Guidance Notes 
Individual Performance Review/Appraisal
Process of reviewing performance in relation to work plan objectives, and opportunity 
for frank discussion between manager and staff member. The appraisal should 
encompass personal, professional and clinical issues relating to performance in role.
Work Plan
The appraisal should lead to the development of a work plan, specifying objectives for 
the next calendar year. These objectives should give an indication of the amount of 
time and effort that will be devoted to each element of the job, and should specify 
what it is hoped will be achieved.
Professional Development Plan
This should include a Continuing Professional Development Plan and a Supervision 
Plan. Consideration should be given to whether the objectives specified in the work 
plan require extra training, personal development and support.
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Psychological Therapies’ Supervision and C ontinuing Professional Developm ent Audit
SE C T IO N  A: Personal Details! 
1 Name............................
2 Male [ ] 
Female [ ]
3 Age (years) [ ]
4 Grade I J 4 Number o f  years qualified [ ]
Spinepoint ( i f  applicable) [ ]
5 Clinical Speciality -
Clinical Psychologist 
Counselling Psychologist
I J 
[ J 
[ 1 
t 1
Drama Therapist { J
M usic Therapist [ ]
Art Therapist [ ]
Counsellor [ ]
Psychotherapist 
Family Therapist
6 Field o f  expertise (adult mental health, learning disabilities e tc ...)
7 Employment -
full time ( ]
part-time [ ] please specify number o f  sessions worked [ ]
(SECTION B: C urrent Supervision &  C PD  Arrangements]
Please restrict all answers below to your main type o f  supervision. I f  you receive more than 
one type o f  supervision, please give brief details in Section C.
1 Are you currently receiving any supervision o f  your clinical work? YES/NO
I f ‘no’ please go to question 11
2 What is the average duration and frequency o f  your m ain supervision sessions?
Duration 
V2 hour 
1 hour Fortnightly 
3-4 weekly
Frequency
Weekly [ ] 
( 1 
I ]1 'A hours
2 hours
More than 2 hours
Less than monthly [ ]
& /O R  Supervision occurs as and when necessary -
N o regular time (duration or frequency) is set aside [ ]
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Is your main supervisor:
internal to your department/immediate place o f  work? [ ]
External to  your department/immediate place o f  work? [ ]
4 Is your main supervisor:
A senior or more experienced professional? [ ]
D o you receive both peer supervision & supervision from a senior colleague? [ ]
Or does supervision occur only as peer supervision? [ ]
5 D o you generally receive supervision:
Individually?
In a pair?
In a small group?
(please state how  many group members there are).
6  Is your main supervision:
Trust financed? [ ]
Self-funded? [ ]
Other (please specify) [ ]
[ 1 
I 1 
[ ]
7 If you are employed part-time by Trust and also work for
another employer, who has agreed to fund your supervision? 
Trust ( ]
Second employer [ J
Funding is split [ ]
(please specify ratio)......................................................................
Self-funded [ ]
8 Has a written supervision contract been drawn up? YES/NO
9 Please indicate which o f  the follow ing are currently addressed in supervision (please 
base your response on your last six supervision sessions, and tick as many boxes as are 
required).
Casework [ j
Administration - [ ]
(e.g. review o f  note-taking & letter writing practice)
Effective liaison with multidisciplinary teams & other agencies [ ]
Reflective practice I ]
Review o f  clinically relevant NHS policy 
Discussion o f  issues regarding race, culture, gender & class 
Case presentation skills
10 In light o f  your responses to question 9, would you say that clinical supervision is used 
prim arily for casework discussion? YES/NO
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11 In addition to clinical supervision, do you receive work/caselond supervision from 
your manager?
Yes -  less than 1 hr per month [ ]
Y es -  more than 1 hr per month [ ]
12 D o you supervise:
Trainees o f  own profession 
Trainees o f  other professions 
Qualified staff in own profession 
Qualified staff in other professions 
Peer supervision
Y e s - 1 hr per month [ ] 
N o I ]
YES/NO
YES/NO
YES/NO
YES/NO
YES/NO
YES/NO13 Have you attended a basic training course in supervision?
If  basic training was completed before 1999 have you attended a refresher course 
within the last three years YES/NO
14 Has your work been reviewed/appraised by your Manager in the last twelve months?
YES/NO
15 Have you agreed with your manager:
A Work Plan? YES/NO
A  Professional Development Plan (PDP)? YES/NO
- I f ‘Y ES’ does your PDP include a Continuing
Professional Development Plan (CPD)? YES/NO
16 I f  you have agreed a CPD plan with your manager, approximately how many days per 
annum have been set aside to implement this:
[ 1
17 Has your CPD Plan been incorporated into the performance review criteria specified  
in your Work Plan? YES/NO
18 Please indicate which o f  the following CPD activities you have engaged in during the 
last year.
Please note: you should only indicate those activities that constitute CPD i.e. not those 
in your job description.
Please tick as many as apply
Attending a professionally accredited workshop 
Attending other workshops 
Attending extended courses 
Providing lectures 
Providing workshops 
Attending conferences 
Presenting at a conference 
Attending seminars/symposia 
Convening seminars/symposia
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Professional video hire (watched with colleagues
and discussed) 1 J
Paired work with colleague [ 3
Secondment I  1
Joining a working party (to  solve a professional problem) [  3
Visiting good practice sites [ 1
Research I ]
Clinical Audit (development, design, data analysis
and write-up -  not participation in work for someone else) I 1
Other (please specify) I 3
19 I f  you have attended any course/conferences in the last year, please g ive details.
Nam e o f  event Number o f  
CPD hours 
involved
Funding 
provided by 
selfTTrust
YES/NO
YES/NO
YES/NO
[SECTION C: Comments-
20 When discussing the format o f  your supervision was this influenced by: 
Your PDP Plan?
Your CPD Plan?
Your Annual Appraisal?
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Appendix H
Frequency data for IPRs, work plans, PDP and CPD plans
Service Related Research Project
Work appraisal within the last twelve months
N %
Yes 29 46.8
No 33 53.2
Agreed work plan
N %
Yes 22 36.1
No 39 63.9
Agreed PDP
N %
Yes 15 24.6
No 46 75.4
Of those with a PDP (n=15): Agreed CPD
N %
Yes 11 73.3
No 4 26.7
Of those with a CPD (n=ll): CPD incorporated into work plan
N %
Yes 4 36.4
No 7 63.6
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Appendix I 
Confirmation of Feedback to Service
Service Related Research Project
N H S  T r u s t
Caroline Foster
Department of Clinical Psychology 
School of Human Sciences 
University of Surrey 
Surrey GU 2 7XH
Dear Caroline,
Re: Psychological Therapies Away Day
l would like to write to you on behalf of the 62 people who attended this Away 
Day for Psychological Therapies Directorate of
NHS Trust. Your presentation to the group of the results of the survey you 
conducted on what supervision was being received by psychologists and what 
unmet needs had been identified was excellent. Your material was 
professional, thought-provoking and very interesting. The results showed that 
the Trust has a way to go yet, but it also showed the commitment there is to 
improve, from so many quarters, including from you in conducting this survey 
and presenting the results. Feedback about the talks has been excellent.
May I ask you to put some thing on e-mail about it, as we are hoping to collate 
summaries of all of the talks to send to participants and other people in 
Psychological Therapies in order to begin to take forward some of the 
required improvements.
I have copied this to your clinical tutor.
Thank-you once again!
Best wishes,
Chartered Clinical Psychologist 
CC Clinical Tutor.
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Audit Proposal Form 
Ethical Scrutiny Form
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Project Proposal Form j
For all |
Clinical Audit, R& D, Service Evaluations & Patient Satisfaction j
Surveys I
Project Title: Psychological Therapies’ Supervision & Continuing Professional Development Audit 
Is the project:: Clinical Audit v' R&D O Service Evaluation O Patient Satisfaction Survey O
Project L ead:'
Telephone number: 
Base/1 ocatio"- ’
Objective/Question(s):
To assess whether existing supervision arrangements meet professional practice and current Trust 
guidelines.
To assess whether the supervision of therapists is consistent across the Trust; that is, are 
therapists with equivalent experience receiving comparable supervision?
To determine whether psychological therapists are meeting CPD planning requirements.
To assess whether supervision is suitably governed by the CPD plan, the PDP and annual 
appraisal.
Methodology: Non-experimental cross-sectional design. Questionnaire developm ent will follow reference to 
other supervision studies, and discussion with the Psychological Therapies’ Director. On completion to 
maximise content validity, the questionnaire will again b e  subject to expert scrutiny. Q uestions will be  
primarily factual, and the data will be reported on a  group basis, without reference to the nam es of 
individuals.
Sample Group: All therapists employed by the Trust.
The distribution list will be obtained from the Director of Psychological Therapies, and the questionnaire 
dispatched via internal mail.
Prooosal Form Juno 2001 Directorate of Clinical Practice
Service Related Research Project
.e ssio n a ls/tea m s involved:
Ethics approval: (r e se a r c h  o n ly )
H ave you  sou g h t any ad v ice  about ethical con sid eration s for your project? Y e s  □  N o □  
If y e s , p lea se  sta te  th e  outcom e: B eing so u g h t □  A pproved  □  N ot approved  □
Project tim e sc a le  (anticipated): 4  m onths
Start: March 0 2  
Com pletion: Ju n e 0 2
Interim targets: C om plete d ata  collection  by th e  en d  o f M arch 0 2
Support requested: (not for R&D, p le a se  s e e  th e  g u id a n c e  n o tes):
□  D esign  □  A nalysis
□  D ata collection □  Report writing
>' ^  T ' S f t  f  r> "
A greed  a tS e r v ic e /D ir e c to r a te 'C lin ic a lG o v e r n a n c e  M e e t in g ?  j y
' fill 'ft   ^ -* , ' I V -  ^  f - j
D ate"agreed: J b ^ ¥ ' * " S ig n a tu r e  ipf-C linical G o v e r n a n c e  L ead: /  x "
F or o ffice  u s e  on ly :
C lin ical A udit □  R&D □  S e rv ic e  E v a lu a tio n  Q  P a tie n t  S u rv e y  □  
C o d e ................. D a te  re c e iv e d ...............................................
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University of Surrey
Psyc iiD  C l in ic a l  P sy c h o lo g y
Service Related Research Project 
Ethical Scrutiny Form
rhe nature of the proposed project is such that I am satisfied that it will not require scrutiny 
)y the trust’s ethical committee.
Marne of Supervisor....
Signature of Superviso^z........
Maine of Trainee:..................................................................
Title of SRRP*
Sv>»JvCW.'rtS\o/J V C- »^Co<Ai^ J|oroPs.^ _ r\\KCj_\'C.
J
Date; .....j o .
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Qualitative Research Project 
Caucasian, British men’s views of people with mental illness
2nd year 
May 2003
Note: Identifying details have been changed to preserve participants ’ anonymity
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Introduction
It is recognised that people’s views regarding mental illness have wide ranging 
implications both for the affected individual and at a service level (e.g. Leong & 
Zachar, 1999). Research indicates, for instance, that negative stereotyping of the 
mentally ill (e.g. as dangerous and unpredictable [Pearson & Yiu, 1993 cited in Ng & 
Chan, 2000]) may lead them to self-stigmatise (Leong & Zachar, 1999). Equally, fear 
of discrimination is thought to obstruct initial engagement with mental health services 
(Guze, 1992 cited in Leong & Zachar, 1999). Public opinion is of further concern 
given its political sway and the associated implications for the prioritising of funding 
for services (Leong & Zachar, 1999). As such, further research is required to 
determine the range and nature of people’s beliefs regarding individuals with mental 
illness (Read & Law, 1999). It would then be possible to ascertain whether there is a 
need to develop effective means of improving attitudes towards such persons. 
Likewise, whether different methods should be employed when focusing on specific 
demographic groups (Read & Law, 1999).
Research to date investigating the various demographic groups has focused 
primarily on cultural, socio-economic and ethnic differences in views towards 
individuals with mental illness (e.g. Sheikh & Fumham, 2000). Specific caveats 
remain, however, in the research literature regarding gender differences (Read & Law,
1999). The few studies that do exist, suggest that women’s attitudes towards those 
with mental illness are less disparaging and stigmatising than those of men (e.g. Ng & 
Chan, 2000). Women have also been shown to hold more constructive views 
regarding the use of mental health services (Leong & Zachar, 1999). Yet, this 
somewhat limited research has been conducted largely at a macro-level (e.g. 
Shokoohi-Yekta & Retish, 1999) As such, the aim of the current study was to use a 
qualitative approach to explore in detail men’s cognitions about individuals with 
mental illness.
Method
Sampling procedure and participants
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The researchers recruited male participants with no current or recent history of 
mental health problems to reduce the possibility of causing unnecessary distress. 
Mental health professionals were also excluded as the researchers were specifically 
interested in laymen’s views of people with mental illness. Opportunity sampling was 
used to facilitate the process of data collection. Acquaintances were interviewed as 
they could be readily accessed. Indeed, while there are numerous confounds with this 
sampling procedure the time constraints necessitated a pragmatic approach.
Appendix A contains copies of the participant information sheet, consent form 
and the demographic information sheet.
Interview schedule
Face to face interviews were conducted with four men about their views on 
people with mental illness. The term ‘mental illness’ was chosen to introduce the 
study, as this is how the subject is described in the existing research literature (e.g. 
Fan, 1999). A semi-structured interview schedule was used consisting of open- 
ended and non-directive questions (Willig, 2001); the purpose being to ensure the 
focus of the interview was maintained, while also minimising the influence of the 
researchers’ constructions on the data collection process (Willig, 2001). The 
interview schedule was piloted prior to data collection to ensure that the questions 
were intelligible and responses could be generated; the outcome of the study being 
that minor modifications were made to the wording of the interview schedule.
The length of the interviews in the main study varied from thirty minutes to 
one hour. All of the interviews were audio taped and then later transcribed verbatim.
Appendix B contains a copy of the interview schedule and a more detailed 
explanation of how this was constructed.
Analytic strategy
The decision was made to analyse the data using interpretative 
phenomenological analysis (IPA) (e.g. Smith, 1996). This is a recognised means of 
systematically analysing qualitative data (Smith, 1996). It facilitates the exploration of 
participants’ cognitions and points to the subjective meaning of the research
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phenomenon (Coyle & Rafalin, 2000). As such, it promotes analysis at the micro­
level, corresponding with the research aim (Smith, 1996). Yet, whilst the objective is 
to determine the participants’ views it is accepted that IP A is a ‘dynamic process’ 
(Smith, 1996, p.264). It is informed by both phenomenology and symbolic 
interactionism and accepts that the personal views sought are influenced through their 
interpretation at an interpersonal level (Smith, 1996). Yet, with effort on the part of 
the researchers to monitor their own biases, the premise is that valid interpretations of 
the data can be made (Smith et al., 1997 cited in Coyle & Rafalin, 2000). In the 
present study the use of four researchers was further hoped to minimise the risk of 
singular interpretations (Coyle & Rafalin, 2000). The researchers recognised though, 
that as female trainee clinical psychologists theirs’ was an outsiders’ perspective, with 
their own cognitions influenced by knowledge of the existing literature and their 
individual clinical and personal experiences.
A systematic approach was applied to the analytic process. Initially, each 
researcher carefully read the transcript of the interview they had completed, noting 
down seemingly salient points (Smith, Jarman & Osborn, 1999); these included efforts 
to precis the content of the transcript, tentative interpretations and references to 
process; that is, the researchers noted when they perceived associations between 
different sections of the text (Smith et al., 1999). This process was repeated until re­
reading no longer elicited additional points (Smith et al., 1999). Key words/themes 
were then identified to surmise the original notes (Smith et al., 1999). Moreover, each 
researcher checked that the themes listed represented and could be corroborated by 
excerpts from the transcript (Coyle & Rafalin, 2000). Once completed this process 
was repeated with each researcher analysing the others’ transcripts to minimise 
omissions and to reduce the possibility of deriving idiosyncratic meanings from the 
data (Coyle & Rafalin, 2000). The researchers then compared the four lists of themes 
to pinpoint those prevailing across the transcripts (Smith et al., 1999). This led to the 
development of a series of overarching themes, which were again validated by 
ensuring they were supported by the data (Coyle & Rafalin, 2000).
IPA does not require the quantification of themes, as its approach is 
idiographic; this means the analytic focus is on the detail, complexity and range of 
views within each theme (Willig, 2001). This adds richness to the analysis but at the 
same time introduces subjectivity; the themes identified are the researchers’
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interpretations of responses to an interview schedule that they themselves designed. 
Consequently, this study cannot be evaluated using established research criteria, as 
these are unpinned by the premise of objectivity (Henwood & Pidgeon, 1992). 
Instead, this study should be appraised using the relevant criteria from those proposed 
for the evaluation of qualitative research (Elliott, Fischer & Rennie, 1999; Yardley,
2000). Specifically, good qualitative research should demonstrate ‘grounding in 
examples’ with excerpts from the data provided so that the reader can evaluate the 
researchers’ interpretations (Elliott et al., 1999, p.222). As such, direct quotations 
have been taken from the transcripts of all four participants, with effort made to 
present the analysis in a logical and meaningful format.
Analysis
Demographic information
Participants’ mean age was 25.3 years (range 23 -  29; SD 2.6) and all 
described their ethnic origins as white, British. With regards highest educational 
qualification, all had a Bachelors degree and in two instances a postgraduate 
qualification. All of the interviewees talked about a range of mental illnesses, with 
depression, anxiety and schizophrenia amongst the most widely discussed.
The main themes derived from the analysis are briefly outlined below. The last 
theme (difference and normality) is explored in more detail, however, as here 
participants expressed such varied views that it was possible only to draw loose 
commonalities. Indeed, limiting attention to such broad interpretations would be to the 
detriment of the analysis, as the richness and nuances of the data would be lost (Coyle 
& Rafalin, 2000).
Summary of themes1
Where extracts are provided, ellipsis points (...) illustrate pauses in speech and empty brackets 
demonstrate where data has been left out. Square brackets contain information added by the author to 
ensure clarity o f the text (Coyle & Rafalin, 2000). Identifying details have been changed to preserve the 
participants’ anonymity.
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1. Participants ’ negative feelings
Participants expressed a range of negative feelings when talking about people 
with mental illness. These feelings were akin to concern for such individuals, with 
participants expressing irritation at their own perceived inability to help. For instance, 
Andrew commented:
‘there is very little I’d be able to do myself, so that is even more annoying [ ] 
you’re in a position of helplessness which makes you complicit in their helplessness’
Indeed, the views described were largely benevolent (I’d do my very best [ ] to fight 
their comer to get the best help for them’ [George]), a finding that is at odds with 
previous research (e.g. Leong & Zachar, 1999).
2. Stereotypical images o f people with mental illness
However, while expressing caring attitudes towards people with mental illness 
all four participants also voiced a number of stereotypical views regarding such 
individuals. These ideas related to the behaviour and characteristics they deemed to be 
typical of such persons. The researchers felt that these could generally be construed as 
negative:
‘a lot of them are in denial’ (David)
‘very disturbed’ (George)
This corresponds with existing research that indicates men may often hold quite 
narrow and stigmatising views towards mental illness (e.g. Ng & Chan, 2000). Yet, at 
least two of the participants did recognise that a number of their comments were open 
to negative interpretation:
‘I’ve realised [ ] the term I used did actually have negative...connotations’ 
(George)
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Moreover, all four interviewees emphasised that mental illness varies in degree and 
type and exists on a continuum with ‘normality’ (theme 7).
3. How society responds
All four participants spontaneously offered views on the role played by society 
in maintaining prejudice against people with mental illness:
‘Society helps people to stigmatise themselves’ (Andrew)
Two interviewees also specifically attributed responsibility to the media, both 
for maintaining stereotypes and misrepresenting individuals with mental health 
problems:
‘you only see the extreme cases in [ ] the media [ ] people who [ ] end up 
murdering someone [ ] you can’t get a true picture’ (David)
These interviewees stated though, that the media has considerably contributed to their 
own knowledge regarding mental health.
4. Personal knowledge & understanding
Each of the participants expressed some degree of knowledge and 
understanding of people with mental health problems, but varied in the nature of these 
perceptions. All of the interviewees, however, perceived themselves as having 
inadequate knowledge:
‘I don’t know ... [ ] it seems an ignorant point of view [ ] this isn’t my area’ 
(Patrick)
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This intrigued the researchers as the breadth of the participants’ knowledge initially 
surprised them. They also tentatively took this to suggest openness on the part of the 
interviewees to extending their understanding of mental illness:
‘psychosis [ ] is that somebody having hallucinations?’ (George)
5. Secrecy
The participants generally talked about the difficulties people may have in 
talking openly about mental illness; they linked this in with the stigma that they 
associate with such conditions:
‘you say I got a cold last week [ ] you don’t say oh I got schizophrenia [ ] 
people stigmatise it’ (David)
They also, however, talked about the benefits that may be derived from 
talking to others. Here, specific reference was made to the need to obtain support from 
friends and relatives. Yet, few comments were made about talking to mental health 
professionals. The researchers felt this could be linked with the interviewees’ 
perceptions of current shortcomings in care provision.
6. What is needed: perceived shortcomings in the need for care and support
Three of the participants emphasised that there is greater need for practical 
help and social support for individuals with mental health problems. They especially 
pointed to a need for greater social responsibility:
‘I think one of the major problems is not [ ] the people with mental illness but [ 
] how society reacts to them’ (Patrick)
The researchers felt this was pertinent because only general enquiry was made 
in the interview schedule about how people with mental illness could be helped. As 
such, it was felt of interest that the responses contained such a heavy social bias. Only
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one participant gave more than cursory reference to pharmacological treatments and 
only sparing attention was given to psychological interventions. These findings 
coincide with existing research that suggests men tend to access mental health services 
less frequently than women (Elgie, 2002). Moreover, the researchers felt that this 
analysis, when viewed in conjunction with the other themes, may point to a self- 
perpetuating cycle; the idea being that help seeking may be restricted so as to avoid 
stigmatisation (theme 3) and the identification of difference (theme 6). Indeed, the 
participants themselves inferred such associations:
‘you’re generally told not to tell anyone [ ] people don’t necessarily understand 
[ ] you don’t want to go down that route’ (David)
7. Difference & normality
Participants expressed the belief that there are both similarities and differences 
between people with mental health problems and those without. For instance, opinion 
was generally voiced that individuals with mental illness may feel ‘apart from the rest 
of society’ (George). Moreover, examination of the transcripts led to the interpretation 
that these differences were not viewed solely as the subjective impression of the 
mentally ill themselves; all four interviewees identified differences in terms of levels 
of functioning:
‘Take the example of going to a supermarket [for a person with a mental 
illness it could all be] a bit overwhelming’ (David)
‘[there are] differences in functioning’ (George)
Yet, this was tempered by the general acknowledgement that some people are severely 
affected by mental health problems, whilst others only experience mild difficulties:
‘there are extremes, you’ve got Joe Bloggs who you meet everyday and don’t 
know there’s a problem [ ] or you’ve got someone who needs [ ] electro-convulsive 
therapy’ (David)
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‘depression affects people in different ways, you can’t generalise’ (Andrew)
All four participants also voiced the belief that it is not necessarily possible to 
determine who will experience mental health difficulties. The premise seemingly 
being that anyone can be afflicted by mental illness:
‘there is potential in all of us to be that way’ (Andrew)
Differences emerged in views regarding individuals’ predisposition to mental 
health problems. One participant felt there was no variation in proclivity (‘I can’t see 
some people being at more risk than others’ [ Andrew]). Two interviewees did specify 
though, that socio-economic status influences vulnerability. One felt, however, that 
high socio-economic status was a risk factor, whilst the other identified poverty as a 
predisposing factor. Similarly, two interviewees expressed that gender differences 
may exist with both emphasising that these beliefs are specific to Western culture. 
Yet, one felt men were more prone to mental health difficulties, given his belief that 
men are less likely to express their emotions (‘men socialise in different ways [ ] 
they’re less open and honest about their emotions’ [Patrick]). Conversely, the other 
perceived that the portrayal of women in the media exerts pressure on females to 
conform to a certain body image; he cited this as the rationale for his belief that 
women are more prone to particular forms of mental illness, such as depression and 
the eating disorders. Reference was also made to a potential hereditary component and 
two participants further offered the opinion that the experience of life stressors and 
each individual’s coping strategies will determine their vulnerability to mental health 
problems (‘nature and nurture [ ] there may be a genetic predisposition [ ] and [ ] 
significant traumatic experiences’ [ George]).
The researchers felt that the considerable range of opinions reflected not only 
individual variations in experience, but also the research given prominence in the 
media (e.g. Harrison, 2000). Generally speaking though, the wider research literature 
supports the participants’ views; for instance, it is known that concerns related to 
social status and career success can affect mental health (Buunk & Janssen, 1992). 
Equally though, poverty is recognised as a considerable stressor (Rogler, 1996).
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Moreover, as was detailed in the introduction, concern does exist that men do not 
disclose emotional difficulties and have negative attitudes towards seeking help 
(Leong & Zacher, 1999). The influence of the media on the prevalence of the eating 
disorders in women also remains an active research area, and the nature -  nurture 
debate regarding vulnerability to mental illness continues to be a topic of hot debate 
(Levitt, 1997; Rutter, 2002). The researchers were especially interested to discover 
that the interviewees did give some emphasis to the impact of life events on mental 
health; this notion corresponds closely with the researchers’ own beliefs and is 
identified as a critical influence in numerous therapeutic models (e.g. Beck, 1995). 
The idea that there is no variation in susceptibility to mental illness may also be 
perceived as the participant’s reflection on the high prevalence of mental health 
difficulties within the general population (Department of Health, 1999). Indeed, the 
overall meaning made was that the ideas voiced were consistent with the diversity of 
existing research in this area. The various cognitions were further perceived as 
complementary and providing breadth of opinion, as only rarely were the views 
expressed directly opposed.
Discussion
This study points to the complexity of men’s views of people with mental 
illness. It reveals negative feelings and stereotypical images coupled with a desire for 
greater understanding and feelings of benevolence. Indeed, the negative feelings 
expressed tie in largely with personal apprehension/feelings of helplessness rather 
than denigrating those with mental illness. It is further proposed that the uncertainty 
expressed may be directly associated with the participants’ perceptions that they 
themselves lack knowledge and understanding of mental health problems. Similarly, 
the interpretation was made that the feelings of benevolence may be associated with 
the general belief that mental illness can affect anyone; that is, a perception of self­
vulnerability. The inference being that they or those close to them could be 
stigmatised by a seemingly uncaring society that perhaps seeks to distance itself from 
the fear generated by difference. As such, these findings appear somewhat at odds 
with existing research literature, which suggests that men tend to hold quite negative 
and rejecting attitudes towards people with mental illness (e.g. Ng & Chan, 2000).
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The participants’ omission with regards the use of mental health services does, 
however, correspond with the finding that men tend to access these services less 
frequently than women (Elgie, 2002). The results must be viewed tentatively though, 
because concerns do exist about how representative this data is of men’s views of 
people with mental illness.
The weight of the findings is restricted, both by opportunity sampling and by 
the fact that all of the participants were highly educated, Caucasian, British males; this 
limits the valid application of the findings to other demographic groups. Moreover, a 
sample size of four is smaller than that generally used in published qualitative 
research studies (e.g. Coyle & Rafalin, 2000) raising some question as to whether the 
conclusions drawn are representative even of this population subset. This is especially 
given that credibility checks were not conducted with the participants to ensure that 
their views had not been misinterpreted (Elliott et al., 1999). It could also be argued 
that the interview schedule itself may have influenced the cognitions shared. For 
instance, enquiring whether some people are more likely to become mentally ill than 
others could be considered to have introduced the idea of varied susceptibility. The 
participants might also have moderated their responses, given that the interviews were 
conducted by trainee clinical psychologists; a couple of the participants certainly 
acknowledged that this may have been the case. The researchers themselves were also 
aware that their interpretations were likely inadvertently biased by their own beliefs 
and perceptions. It must be owned that they were surprised by the degree of 
benevolence expressed and had anticipated more stigmatising attitudes; indeed, their 
perceptions were altered by the process of analysis. Yet, it might have been prudent in 
the absence of any direct credibility checks, to request that a male researcher conduct 
a parallel analysis of the data; this would at least have provided a male ‘insider’s 
perspective’ (Conrad, 1987 cited in Smith, 1996).
The main value of the study is that it provides a preliminary exploration of 
views in an area where existing research is limited. Moreover, efforts were made to 
ensure that the interview schedule did contain open-ended and non-directive 
questions, as is recommended (Willig, 2001). The analysis of all of the transcripts by 
all of the researchers is also hoped to have diminished the possibility that idiosyncratic 
interpretations were made. Pains were further taken to illustrate the interpretations 
given using quotations from the transcripts. The author hopes that this text also
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conveys a reasonably coherent narrative, so as to clearly explain the meaning made of 
the data. Indeed, despite its limitations this study does have clear implications for 
practice. It suggests that efforts need to be increased to find effective means of 
allowing men to access and engage with mental health services. It also indicates that 
some men might welcome psycho-education to increase their understanding of mental 
illness and to reduce feelings of unease. Further qualitative research is first required 
though (e.g. incorporating the views of service users), to provide a detailed 
representation of men’s views of people with mental illness and to complement 
ongoing quantitative research in this area.
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PsychD Clinical Psychology, University of Surrey 
Qualitative Research Project 
Participant Information Sheet
Title of Project: Caucasian British Men’s Views of People with Mental
Illness
Researchers:
You are invited to take part in this research study. Before you decide, it is important 
for you to understand why the research is being done and what it will involve. Please 
take time to read the following information carefully and discuss it with the researcher 
or friends and family if you wish. Ask if there is anything that is not clear or if you 
would like more information. Take time to decide whether or not you wish to take part 
before signing the consent form.
The Project:
Research suggests that demographic differences (e.g. cross-cultural) may exist 
regarding views on people with mental illness. Yet, there is little information 
regarding any possible gender differences. As such, we are interested in considering 
men’s views on people with mental illness.
Why have I been chosen?
Participants are selected on the basis that they are Caucasian British males and have 
no current or recent history of mental illness. This exclusion criterion has been 
introduced to reduce the possibility of causing participants unnecessary distress. 
Mental health professionals are also excluded from the study, as we are interested in 
the public’s views of mental illness.
Please note that the study is restricted to Caucasian British males because our limited 
sample size prevents us from exploring the rich influences of cultural diversity.
What will happen to me if I take part?
You will be asked to read and sign a consent form and to complete a background 
information sheet stating your age, ethnic origins, highest educational qualification, 
current occupation, current legal marital status and specifying whether or not you have 
any children. You will also be asked to complete a structured interview, which will be 
tape recorded for the purposes of transcription.
It should take no longer than 1 tol lA hours to complete the interview.
Confidentiality
All information collected during the course of the project will be kept entirely 
confidential. Your consent form will be separated from the tape recording and
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transcript of your interview and kept in a locked drawer. The tape recording and 
transcript will remain anonymous and the tape recording will be erased at the end of 
this project.
What are the possible disadvantages and risks of taking part?
There are no known risks, although participation might cause you to reconsider some 
of your experiences with other people. The interview might also give rise to difficult 
feelings particularly if you have a close friend or relative with a mental illness. If this 
is the case please discuss this with the researcher who has invited you to participate.
What will happen to the results of the study?
The results will be written up and submitted as Qualitative Research Projects as part 
of the PsychD in Clinical Psychology.
Who is organising the research?
The research is being organised by four Trainee Clinical Psychologists as part of the 
PsychD in Clinical Psychology:
. The research is being supervised by , Department of Psychology,
University of Surrey.
For further information about the study, please contact the trainee who has invited you 
to participate. Please also let the trainee know if you would like a copy of the report.
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PsychD Clinical Psychology, University of Surrey 
Qualitative Research Project 
Views on people with mental illness
CONSENT FORM
■ I the undersigned voluntarily agree to take part in the above mentioned study.
■ I have read and understood the Information Sheet provided. I have been given 
a full explanation of the nature and purpose of the study, and what I will be 
expected to do. I have been given the opportunity to ask questions on all 
aspects of the study and have understood the advice and information given as a 
result.
■ I agree to comply with any instructions given to me during the study and to co­
operate fully with the investigator.
■ I understand that all personal data relating to volunteers is held and processed 
in strictest confidence, and in accordance with the Data Protection Act (1998). 
I agree that I will not seek to restrict the use of the results of the study on the 
understanding that my anonymity is preserved.
■ I understand that I am free to withdraw from the study without needing to 
justify my decision and without prejudice.
■ I confirm that I have read and understood the above and freely consent to 
participation in this study. I have been given adequate time to consider my 
participation and agree to comply with the instructions and restrictions of the 
study.
Name of investigator
Name of volunteer 
(BLOCK CAPITALS)
Signed
Date
196
Qualitative Research Project
BACKGROUND INFORMATION
To begin, I’d like to get some basic information about you (such as your age, 
education and occupation). The reason that I’d like this information is so that I can 
show those who read my research report that I managed to obtain the views of a cross- 
section of men. The information that you give will never be used to identify you in 
any way because this research is entirely confidential. However, if you don’t want to 
answer some of these questions, please don’t feel that you have to.
1. How old are you? [ ] years
2. How would you describe your ethnic origins?
Choose one section from (a) to (e) and then tick the appropriate category to indicate 
your ethnic background.
(a) White
British -------
Irish -------
Any other White background, please write in below
(b) Mixed
White and black Caribbean-------------------- -----
White and Black African----------------------- -----
White and Asian -----
Any other mixed background, please write below
(e) Asian or Asian British
Indian -----
Pakistani -----
Bangladeshi -----
Any other Asian background, please write below
(d) Black or Black British
Caribbean---------------------------------------- -----
African -----
Any other Black background, please write below
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(e) Chinese or Other ethnic group
Chinese
Any other, please write below
3. Whatis your.highest educational qualification?
None ---------
GCSE (s)/0-level(s)/CSE(s) ----------
A-level(s)/AS-Ievel(s)----------------------------------------------
Diploma (HND, SRN, etc.) ----------
Degree----------------------------------------------------------------
Postgraduate degree/diploma ----------
4. What is your current occupation (or, if you are no longer working, what was your 
last occupation?)
5. What is your, current/ega/marital status?
(Tick the appropriate answer j
Single ----------
Married ----------
Divorced/Separated ----------
Widowed---------------------------------------------- ----------
6. A) Do you have any children?
(Tick the appropriate answer)
Yes (go to part b) No--------(end o f questionnaire: thankyou)
B) How many children do you have?
[ ]
T H A W  V O T T  F A D  V O T T D  TD W T?
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Development of the Interview Schedule 
Interview Schedule
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DEVELOPMENT OF THE INTERVIEW SCHEDULE
"Structural questions’ were used to explore the personal meaning of mental illness to 
the participants (e.g. ‘When you think of people with mental illness what comes into 
your mind?’), while ‘evaluative questions’ were designed to elicit the feelings 
associated with this meaning (e.g. ‘What feelings does the term mental illness evoke 
for you?’) (Willig, 2001, p.24). The interview also began with general questions to 
allow the development of rapport, with what might be perceived as more personal 
views elicited towards the end of the interview schedule (‘Imagine that someone close 
to you told you that they have a mental illness -  How would you feel?’) (Willig,
2001). Efforts were made to ‘objectify’ the participants’ constructions through the use 
of open-ended prompts (e.g. ‘Can you tell me more about it?’) (Billig, 1993, p.51; 
Willig, 2001). Thought was also given to the possible impact of the researchers’ social 
identities (e.g. profession and gender) on the interview process (Willig, 2001). As 
such, questions specifically probing this were introduced at the end of the interview 
schedule (e.g. ‘In what way has being interviewed by a trainee clinical psychologist 
affected what you’ve said?’), the rationale being to gauge the interviewee’s experience 
of this. It "was recognised though, that this would not reduce any influence the 
researchers’ social identities had on the data elicited (Willig, 2001).
Note: Although the term ‘mental illness’ was chosen to introduce the study 
participants were then invited to choose their own term for use in the interview to 
allow them to readily access and describe their own thoughts; the purpose being to 
‘anchor’ the concept so it was perceived as familiar and to increase the likelihood that 
the Questions nosed were meaningful (Billig. 1993. d.471.
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INTERVIEW SCHEDULE
Introduction
We are interested in people ’s views about mental illness. Mental illness is called 
different things by different people. Other terms include: mental health problems, 
mental disorder, madness and so on. What would you prefer to call it?
1. When you think o f people with mental illness (or their term), what comes into 
your mind?
■ What thoughts go through your mind when you say that?
■ What pictures/images go through your mind when you say that?
■ What feelings does the term mental illness evoke for you?
■ What do you think people with mental illness look like?
■ Tell me what you mean by ?
■ Tell me more about it?
■ Where do you think your ideas come from?
2. What kinds o f mental illness are you aware of? Can you give some examples?
■ What does Xmean to you?
■ What do you thinkX is?
■ I f  someone had this now how would it affect them?
■ Can you think o f any other kinds o f mental illness?
■ How do you know about these? (Go through each one)
3. Why do you think people become mentally ill?
■ Can you think o f any other possible causes?
4. Do you think some people are more likely to become mentally ill than others?
If answer is “yes”
■ Who is more likely? (Determine views on gender, culture, age, socio­
economic class)
■ What makes these people more likely to become mentally ill?
If answer is “no”
■ Why do you think this?
For both
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■ Where do your ideas on this come from?
5. Imagine that someone close to you told you that they have a mental illness. 
How would you feel?
How would you react?
What would you think about them?
How would it influence your relationship?
Would it create any difficulties in the relationship?
■ Where do you think these ideas come from?
6. Do you think people with mental illness can be helped?
If “yes”
Can you think o f some ways that people with mental illness can be helped? 
If no?
Why do you think this?
7. In what way has being interviewed about mental illness affected you?
8. In what way has being interviewed about by a trainee clinical psychologist 
affected whatyou*ve said?
9. Is there anything else you would like to add regarding your views regarding 
mental illness?
Thank you for your time
202
Qualitative Research Project
Appendix C 
Interview Transcript
203
Qualitative Research Project
Interview Transcript
When you think of people with mental illness, what comes into your mind?
What comes into my mind? Erm, well people who’ve got an illness. I mean I don’t 
know.
What thoughts go through your mind when you say that?
Well, the way I see it it’s like any other medical condition I guess. Well if you’ve got 
athlete’s foot, for example, you know then you treat mental illness in the same sort of 
way -  you treat it like any other illness.
What pictures go through your mind when you think of mental illness?
Well the funny thing is I know quite a lot of people who apparently have had 
depression & it seems an awful lot of younger people especially those in or just after 
university in their early twenties seem to have a lot of problems. But you know there 
are extremes you’ve got Joe Bloggs who you meet everyday and don’t know there’s a 
problem and maybe he can’t sleep properly or you’ve got someone who needs -  
what’s that -  electroconvulsive therapy -  you just don’t know.
So would you say you feel it’s something that varies and is inherent in the general 
population?
It shouldn’t be tabooed that’s certainly true
What feelings does the term mental illness evoke for you?
Erm, it’s the same as any other illness I won’t use the example of athletes foot again 
but I mean there are things that can be done
And what do you think people with mental illness look like?
Like three arms.....No..well normal...it’s not exactly as if you get a mental illness and 
have boils or something.. .the plague.
So are you saying it’s very much that physically you couldn’t distinguish someone 
with mental illness from someone without?
Well I’ve got a friend whose brother was recently in a mental unit in Basingstoke and 
his family apparently had a history of schizophrenia and this boy started smoking hash 
and eventually somehow flipped. The interesting thing is he was much better when he 
came out of hospital than he was before all of this happened.
So in a sense it’s something people can encounter, go through...
Yes and come out the other side.
204
Qualitative Research Project
Where do you think your ideas come from?
Erm general experience I guess people I know friends
Would you say your views have been influenced by anything else?
Well the media I guess, but you only see the extreme cases on the TV -  care in the 
community and you see the people who go out after being assessed and they end up 
murdering someone but then you know you can’t get a true picture from the telly of 
anything
What kinds of mental illness are you aware of?
Well you’ve got depression, presumably the most common one, schizophrenia, erm, 
I’m sure there are hundreds but I can’t think of any at the moment. Depression is 
probably the most common I would guess. Erm I can’t remember...
What does depression mean to you?
These are very open questions aren’t they? Erm it’s a state in which you exist where 
erm you seem to be in a rut and you can’t get out of it and no matter how hard you 
work you can’t get over the edge of the rut in order to carry on your life effectively 
and so it’s a case of getting youself back onto track.
Can you tell me a bit more about it?
Depression? Erm, well the way I understand it is usually what happens is some life 
altering event that puts you in a serious low and it sort of gets to a point where things 
continue to go wrong so much so that you almost think it’s a normal state of mind and 
therefore you can’t get back to where you should be sort of happy and jolly you know, 
but it’s not just feeling sad anyway. You can be completely normal and have the odd 
bout where you just sort of breakdown or can’t sleep or whatever. I know a lot of 
people who apparently have depression who don’t know they’ve got depression. They 
don’t feel actually sad but somehow they’re probably fighting more of an uphill battle 
when they get up in the morning, that sort of thing.
What do you think depression is?
I believe it’s a chemical imbalance in the brain.
If someone had depression now how would it affect them?
Again it depends on degree doesn’t it. I mean know I’ve been told that depression can 
also affect sleep and so if you continuously have a bad run of sleep then you don’t 
necessarily feel particularly bad you feel absolutely exhausted but on the other hand if 
you are just liable to break down at any second then obviously it can affect anything. I 
mean presumably anything like going to the supermarket and not being able to find 
the tomatoes is something that could kick it off. So I suppose it’s quite a wide ranging 
thing.
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So very much you feel it varies according to the individual and it’s very difficult to 
generalise and make stereotypes?
Absolutely
And what does schizophrenia mean to you?
Now well I don’t really know many people with schizophrenia. I suppose its I’ve
been told it’s not very easy to cure for one and that if you’ve got it you have to 
manage it, a bit like diabetes for example. You have to control how you live in order 
to make sure that you don’t have the problems, but I mean would you put multiple 
personality disorders under schizophrenia, I guess or maybe that’s separate.
Well what do personality disorders mean to you?
Well again I feel that like schizophrenia they’re intractable and require managing but I 
don’t know much about them. But with schizophrenia the idea is I think you end up 
erm you have these ideas you act on which aren’t the ones you would normally feel. 
For example you might have a sudden urge to do something you wouldn’t normally 
do, but I might be completely wrong on this.
What do you think schizophrenia is?
Erm the explanation I heard is again that it’s a chemical imbalance in the brain -  I 
think most mental illnesses are supposed to be some form of chemical imbalance in 
the brain, or may be not?
It’s you’re views we’re interested in we’re not looking for rights or wrongs.
Yes, well it’s just another illness.
(If someone had schizophrenia how would it affect them?)
Can you think of any other kinds of mental illness?
Well multiple personality disorder I remember that one. Erm I don’t know is migraine 
one because I remember seeing something somewhere..probably not but perhaps it’s 
induced or caused by something. Oh anxiety disorders, panic attacks.
So what does anxiety mean to you?
People who have that presumably go into a normal situation and they are unable to
cope at the same sort of level as a normal person -  that sounds terrible. Take the
example of going to a supermarket and it’s all a bit overwhelming.
So what do you think an anxiety disorder is?
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It’s another illness and it’s treatable or I guess it is. It’s probably related to something 
else anyway I think most of these things are generally very few of these things happen 
by themselves there is always root cause.
How do you know about depression?
Well as I say I’ve got lots of friends with it and it’s something I’ve known about for 
ages. Oh interesting, something else, anorexia is probably a mental illness. A friend of 
mine at school had anorexia, but yes, a bloke as well actually which was a bit strange 
- 1 don’t know why that is strange.
But it feels strange, why do you think that is?
Well you don’t tend to find men who’ve got it or at least you don’t tend to hear about 
men who’ve got it. I’m sure it happens but you know it’s almost associated as a 
female problem.
So what does anorexia mean to you?
I knew this was coming. Well it is effectively almost depression. You’re depressed 
about the way you look and so therefore you try to find a way of controlling it. 
There’s bulimia as well. Bulimia is where you make yourself sick and anorexia is 
where you just don’t eat. Basically the same sort of thing but one is just slightly more 
extreme than the other I think. That you are just unhappy with physically how you 
look and can’t think of any other way of improving the way you look except by 
forcing yourself not to eat or throwing up what you have eaten.
So what do you think anorexia and bulimia are?
Ah well, I’ll have to try and think of an original answer now. Well I guess they’re 
symptoms of depression. I would think there is some episode in someone’s life that 
they’ve gone through that they’ve lost any feeling of self-worth or self-esteem and all 
that sort of thing and they just feel the only option for them is to do this to themselves 
in order to make themselves feel better. But I don’t suppose they get to a state where 
they feel satisfied with themselves and they keep doing it and eventually they don’t 
eat enough to survive basically.
So it feels as though again this is something people don’t get better from?
Well no, the person I knew with anorexia I met him about five six weeks ago and he’s 
as normal as he could possibly be. I don’t know how that’s been achieved but I would 
say that logically if it’s depression based and you can cure depression then 
presumably you can cure eating disorders as well. Again you only tend to hear about 
these things in the media when people have died because of it, that doesn’t necessarily 
mean it’s incurable.
So how do you know about schizophrenia?
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This friend of mine whose brother had it, his family has a history of it. How he 
described it, he flipped one day and he got to the point where he actually thought 
secret agents were trying to bug him and I went over there with this friend of mine and 
we took him out for McDonalds -  he was in a secure unit -  and he insisted on looking 
underneath the car before we left to see if there was anything attached to the bottom of 
it and was looking around all over the place. He just seemed very nervous about being 
anywhere with anyone because he thought everyone was out to get him, paranoia.
How did that make you feel?
I actually felt quite good about that not in a negative way. I felt quite good that he 
trusted me enough to come with me in my car with his brother to get something to eat, 
but I was slightly concerned because he had run away a few times before so it was a 
case of trying to pre-empt what he may or may not do, so I gave him an ice cream and 
that calmed him down. But there were eyes darting about a lot and he wouldn’t take 
his j acket off but he was okay.
Why do you think people become mentally ill?
Erm, a variety of reasons. Well I suppose you’ve got life changing event, you have I 
suppose some external environmental factor like - 1 don’t know -  there was this big 
thing about erm aluminium sulphide, aluminium something or other getting into a 
river somewhere in Cornwall and it causing all sorts of problems. I suppose prolonged 
sleep deprivation would probably make you fairly depressed. Oh yes injury to the 
skull in some way or another. Erm but it can affect anybody.
So do you think some people are more likely to become mentally ill than others?
Well from what I understand from my friends some people are genetically predisposed 
to it to a certain extent, but it’s not exactly.. .you can’t categorise anybody, you can’t 
pick anyone out of a crowd and say they are going to get mentally ill. In fact, I read 
somewhere recently it affects most people they just don’t know it one way or another.
So would you say there are any gender differences?
No but I would say, for example taking bulimia or anorexia, I think that more pressure 
is put is put on women in terms of looking like a certain stereotype and they’re put 
under so much pressure that they feel they should look like this and therefore if 
they’re unable to achieve it they may get to a point where they are less able to cope 
with it and go down into that sort of. Otherwise I don’t think there is not physically or 
biologically anyway but culturally maybe.
Thinking culturally would you say that from a culture perspective certain people 
are more susceptible to mental illness?
Erm yes I suppose society is categorised in certain ways, you got class and ethnic 
origin and everything else and I suppose, sorry I’m trying to sort out my thoughts 
here. Each class or ethnic origin they’ve got their own stereotype and there are 
cultural icons for certain things and people strive to achieve and some people strive
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very hard to achieve those things, or to like those people or to have those things these 
people have or do. You can’t say culture does this but perhaps certain elements of 
culture do this to certain people. It ties in with how they perceive other people want 
them to look or whatever.
So do you think people from certain ethnic groups are more susceptible to mental 
illness?
Erm, I don’t know. I would think that yes to a certain extent because I mean for 
example if you take Great Britain I suppose we are in a predominately white culture 
where so there is more media focus on -  I’m concentrating very much on eating 
disorders -  but if you pick up a newspaper you are bombarded with people who 
effectively have the perfect body for example so if you’re say from Rwanda as a 
refugee you realise you can’t look exactly like them anyway and so therefore you 
probably don’t want to strive to look like that -  I suppose from a sporty type 
perspective I mean -  dear we are analysing this. I have to say actually my mum 
changed as a counsellor and did some cognitive behavioural therapy and bereavement 
counselling and worked for Surrey Drugs and Alcohol Advisory Service and so she 
says do you know about the id, the ego the super ego -  Freud. Erm sorry -  slight 
tangent. Yes sports. Certain parts of the media aim themselves squarely at certain 
parts of the population and certain parts of the population get more of this than others 
so I would guess that depending on what country you’re in different parts of the 
population are going to be affected more by the media because they feel it relates 
more to them. That was even semi cohesive that was impressive.
And what about people from different socio-economic classes?
Erm, I don’t think, well actually no. I suppose it all comes down to what you perceive 
other people to expect you to achieve, so I suppose if you’re high up the socio­
economic class system you may feel people have very high expectations of you and 
you may feel you can’t achieve them then you’re probably more likely to get 
depressed and anxious or whatever, but I think that would happen everywhere. But 
there may be more pressure at the top because money, status the whole lot is at stake 
potentially or is perceived to be.
So what about different age groups?
I know something about this from the Evening Standard. Early twenties I understand 
is that area where people are least sure of themselves and I know as I say loads of 
people in my age group who’ve had some form of you know have taken something or 
other -  something controlled given to them by their doctor -  just to clarify that. Well 
if we take university students and money mainly when you come out of your 
education and there seems to be an almighty gap between starting work and actually 
being able to afford anything and certainly with me it was twenty five thousand 
pounds or whatever it was and you think oh my God I’ve got five years to pay this off 
and you just after a while you can occasionally think it could overwhelm you, but I 
think there’s that plus the realisation that you have to be responsible to a certain extent 
which probably impacts on you more. The interesting thing is that the people I know 
who’ve been depressed have not fitted nicely into any particular category -  there’s
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one guy who did go to university who had problems after he left and another friend of 
mine and this takes things a bit to extreme but she went to South America got 
involved in the mafia, got married on the Galapagos islands while she was taking 
Prozac and drinking heavily. She’s now getting divorced and is working in a small 
shop in London so you know the extremes are there, but she’s alright now she tells 
me, I think she still drinks too much though.
If another friend told you they had a mental illness how do you think that would 
make you feel?
It’s just another illness, you write them a get well soon card and make sure they go to 
the doctor’s. I think part of the problem is actually people realising they’ve got a 
mental illness because they may come home every night and feel really rough and 
they don’t know what’s wrong and I suppose some people don’t think about going to 
see the doctor about things they don’t see as traditional illness. But yes they’d just 
have to take pills.
So you’re saying with mental illness it’s perhaps less immediately obvious so 
maybe people who are suffering from it don’t recognise it for what it is for 
sometime?
Well I think a lot of them are in denial. I mean if you’ve got depression, for example, 
you’re generally told not to tell anyone or at least it’s not usually discussed. You know 
you go down the pub and say I got a cold last week or the flu you don’t say oh I’ve 
got schizophrenia - 1 doesn’t have quite the same impact and people don’t necessarily 
understand it as well. You know there’s the not so intelligent view that says it’s all to 
do with the head, snap out of it sort of thing. People don’t necessarily know they can 
get treatment for it or they don’t know where to get treatment for it and again you only 
see the most extreme examples in the media so they don’t think oh I’ve got 
depression. People stigmatise it. But people are overly sympathetic in some cases. If 
you say I’ve got a mental illness, if you tell your friends and family they’ll go ‘oh no’, 
and you’re thinking oh I wish I’d never mentioned it now because it’s usually not that 
bad, but you don’t want to go down that route.
So a sense of over pathologising?
Well you’ve got extremes it’s either ‘oh my God’ or ‘poor you’ there is no sort of 
normal reaction. I suppose its not really discussed.
If another friend told you they had a mental illness how would you react to that?
Well having known so many people with it I’d try and take the middle road -  not up in 
arms about it, it’s just another problem you have to work through.
And how would it actually make you feel if someone told you they had a mental 
illness?
All warm and fluffy - I don’t know, I certainly wouldn’t stigmatise it you have to be 
sensible about it they’re not going to go round yielding an axe. I’d feel concerned and
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maybe more worried about their reaction to knowing they’ve got it rather than about 
the actual symptoms of the illness because of that stereotype, the stigma.
And how do you think it would influence your relationship?
I don’t think it would
And would it create any difficulties in the relationship?
No I don’t think so, except of course if they weren’t able to drink because they were 
taking medication then obviously they would have to drive the car every time -  that 
sounds terrible I’m not an alcoholic.
Where do these ideas come from?
From my head -  sorry I’m being silly now. Erm from experience and from the media 
and I read New Scientist for example that sort of thing and my mum’s training as a 
counsellor.
I think you’ve already answered this, but do you think people with mental illness 
can be helped?
Yes and of course there are different ways you can help them 
Can you think of some of those different ways?
You’ve got to find out what the root cause is I guess and if they come out and tell you 
they’ve had a knock on the head you know pretty much where to go but otherwise it’s 
a case of alleviating the symptoms to a certain extent and then sort of making them 
feel better generally to an extent where they don’t need to have the medication. If for 
example they need some form of antidepressant you get them to a point where they 
don’t need it anymore so they feel good consistently. I feel a lot of this stuff will 
probably sort itself out after a certain length of time because the reason you get 
depressed is a prolonged feeling of a lack of self worth, for example, if that was the 
root cause of the problem and to fix that you need to give them a prolonged period of 
making them feel better about themselves. Then you gradually take the drugs away I 
suppose and they can coast off by themselves. I suppose the other way of doing this is 
through therapy by exploring, not in a Freudian way, but exploring or shall we say 
releasing the bottled emotions shall we say so they don’t feel they’re holding it all in, 
they can at least talk about the problems. May be they’re in a situation where they 
don’t feel they can actually talk about their problems so it gives people a release. 
Processing things and breaking it down into manageable chunks.
In what way do you feel being interviewed about mental illness has affected you?
I don’t think it has because I think had a fairly reasonable understanding of how it 
manifests itself and how the process works.
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In what way has being interviewed by a trainee clinical psychologist influenced 
what you’ve said?
As opposed to being asked by a non-trainee? I don’t think that would make any 
difference either.
Is there anything else you’d like to add regarding your views on mental illness?
No, but I’ll probably wake up at 3 o’clock in the morning and think of something I 
should’ve said.
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Abstract
The role of attributional biases is well established in a range of psychopathologies 
(e.g., depression). However, little is known about attributional processes in the eating 
disorders. This study examines the association between attributional style and eating 
pathology, and the association of attributional biases with schema-level representations. A 
model was tested evaluating the potential role of attributional biases as mediators in the 
relationship between, schema content/processes and eating pathology. Seventy-five 
women with clinically diagnosed eating disorders, and sixty-five gender-matched control 
cases completed five measures, evaluating their attributional biases, levels of schema 
content/processes and eating attitudes. The women with eating disorders had different 
attributional biases to those of the controls. There were also significant differences 
between the attributional style of women with restrictive pathology and the biases of 
those with bulimic pathology. In the eating disorders group a number of core beliefs were 
associated with attributional biases. These findings are discussed in terms of the 
contributions they make to the theoretical understanding of the eating disorders, and their 
implications for clinical practice.
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Introduction
1.1 Overview
The eating disorders have high morbidity rates and are associated with an 
unsatisfactory prognosis, with frequently chronic presentations and considerable mortality 
(Steinhausen, 2002). Accordingly, there is a requirement for the development of effective 
treatments. Cognitive behavioural therapy (CBT) has the greatest evidence of treatment 
efficacy, but has moderate effects at best (Department of Health, 2001). Indeed, evidence 
for the validity of this approach, combined with its clear limitations, provides a sound 
rationale for reconsidering the underlying theoretical models (Fairbum, Cooper & 
Shafran, 2003). As such, following a description of eating pathology and issues relating to 
diagnosis, evidence for the validity of the cognitive behavioural models is reviewed. 
Caveats in the theoretical evidence bases are discussed, with particular attention given to 
the possible influence of core beliefs in eating disorder psychopathology (e.g., Waller, 
Ohanian, Meyer & Osman, 2000). Indeed, recent research has pointed to the potential role 
of core beliefs as precipitant factors (e.g., Young, 1994). Yet, for understanding of this 
role to be translated into improvements in the effectiveness of treatment, further model 
development is required (Waller, Kennerley & Ohanian, in press). It is important to 
understand how core beliefs influence the more overt cognitive features of eating 
psychopathology, as these often form the necessary intervention targets (Waller, et al., in 
press).
One potentially valuable means of modifying dysfunctional core beliefs is the use 
of reattribution (e.g., Dattilio, 2000). To date, there is little evidence regarding 
attributional biases in the eating disorders. However, it has been suggested that negative 
attributional biases will be critical clinical targets (e.g., Segal & Shaw, 1996) if one 
wishes to assist the individual in changing their negative emotional states and hence their 
eating behaviours (Waller & Kennerley, 2003). Therefore, the initial aim of this study 
was to determine the possible link between attributional biases and eating pathology. As 
such, the function of causal attributions in social cognition is discussed, and known 
associations between attributional distortions and other psychopathologies are considered.
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This then leads to a description of the hypothesized role of attributions in the eating 
disorders, with a rationale given for the study’s objectives.
1.2 Eating pathology
Central to eating pathology is a predisposition to over-emphasise the importance 
attributed to weight, shape and eating (Williamson, Muller, Reas & Thaw, 1999). The 
cognitive tendency is to appraise personal merit primarily on the basis of perceived 
control over these factors, and on proximity to the desired body image (e.g., Anderson & 
Maloney, 2001). Such individuals frequently exhibit disturbance of body concept 
(loathing of own body) and percept (view of own body as too fat/thin) (Cooper, 2003; 
Palmer, 2002). Likewise, other idiosyncratic contingencies develop (Cooper, 1997). For 
example, individuals with eating disorders often inaccurately interpret unpleasant affect 
and physical sensations as a perception of fatness (Fairbum & Harrison, 2003). These 
distortions then serve to strengthen and maintain behaviours that are designed to facilitate 
weight modification (Vitousek & Orimoto, 1993). In particular, disordered eating patterns 
develop as the individual strives to achieve weight reduction (Vitousek & Orimoto, 
1993). When dietary restraint proves unsuccessful, binge eating frequently ensues, 
together with the varying use of compensatory (e.g., excessive exercise) and purging 
behaviours (e.g., laxative misuse) (Cooper, 2003).
To meet the diagnostic criteria for an eating disorder, these behaviours should 
significantly disrupt the individual’s adaptive function or physical health (Fairbum & 
Harrison, 2003). Moreover, the eating disorder has to be the primary complaint, rather 
than a consequence of any other psychopathology or medical condition (Fairbum & 
Harrison, 2003). Ultimately, the specific diagnosis made is dependent on the frequency of 
the different eating, compensatory and purging behaviours and their impact on the 
person’s body mass index and physical health (Fairbum et al., 2003). However, using 
eating behaviours and physical symptoms to distinguish between the eating disorders is 
problematic (Vitousek, 1996). It ignores the points of overlap in eating psychopathology 
that exist across the different subtypes (e.g., similarities in cognitive processing; 
Beumont, Kopec-Schrader, Talbot & Touyz, 1993). Consequently, following description
218
Major Research Project
of the most widely recognized eating disorders, the conceptual value of diagnosis in this 
context is considered.
1.3 Diagnostic classification
1.3.1 Anorexia Nervosa
The term anorexia refers to a loss of appetite, yet in reality individuals with 
anorexia nervosa rarely lose the desire to eat (Fairbum & Harrison, 2003). Instead, the 
extreme low weight that characterises this disorder is achieved despite the normal 
motivation to meet hunger demands (Palmer, 2002).
The Diagnostic and Statistical Manual Fourth Edition Text Revision (DSM-IV- 
TR; American Psychiatric Association, 2000) specifies the following criteria must be met 
for a diagnosis of anorexia nervosa to be given:
A. ‘Refusal to maintain body weight at or above a minimally normal weight for age 
and height (e.g., weight loss leading to maintenance of body weight less than 85% 
of that expected; or failure to make expected weight gain during period of growth, 
leading to body weight less than 85% of that expected).
B. Intense fear of gaining weight or becoming fat, even though under weight.
C. Disturbance in the way in which one’s body weight or shape is experienced, 
undue influence of body weight or shape on self-evaluation, or denial of the 
seriousness of the current low body weight.
D. In postmenarcheal females, amenorrhoea, i.e. the absence of at least three 
consecutive menstrual cycles (a woman is considered to have amenorrhoea if her 
periods occur only following hormone, e.g., oestrogen administration)’.
(American Psychiatric Association, 2000, p. 544 -  545)
The disorder is then further divided into two subtypes: restricting type and binge- 
eating/purging type. The latter category encompasses individuals who frequently binge- 
eat or undertake purging behaviours. When these behaviours are absent the diagnosis is 
anorexia nervosa restricting type (American Psychiatric Association, 2000).
219
Major Research Project
1.3.2 Bulimia Nervosa
In bulimia nervosa, the motivation for dietary restriction remains, but the 
individual is subject to more frequent lapses in control over eating (Wilson, 1996). Body 
mass is typically within the normal range (Cooper, 2003).
DSM-IV-TR (American Psychiatric Association, 2000) stipulates the following 
criteria should be met for a diagnosis of bulimia nervosa:
A. ‘Recurrent episodes of binge eating. An episode of binge eating is 
characterised by both of the following:
1. Eating, in a discrete period of time (e.g., within any two-hour period), 
an amount of food that is definitely larger than most people would eat 
during a similar period of time and under similar circumstances.
2. A sense of lack of control over eating during the episode (e.g., a 
feeling that one cannot stop eating or control what or how much one is 
eating).
B. Recurrent inappropriate compensatory behaviour in order to prevent weight 
gain, such as self-induced vomiting; misuse of laxatives, diuretics, enemas, or 
other medications; fasting; or excessive exercise.
C. The binge eating and inappropriate compensatory behaviours both occur, on 
average, at least twice a week for three months.
D. Self-evaluation is unduly influenced by body shape and weight.
E. The disturbance does not occur exclusively during episodes of anorexia 
nervosa’.
(American Psychiatric Association, 2000, p. 549 - 550)
Bulimia nervosa is also separated into two subtypes: purging type and non­
purging type. When efforts to avert weight gain are restricted to fasting and exercise the 
diagnosis is non-purging type. When there is additional diuretic, enema or laxative misuse 
or self-induced vomiting the diagnosis is purging type (American Psychiatric Association, 
2000).
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1.3.3 Atypical eating disorders / Eating disorder not otherwise specified (EDNOS)1
An atypical eating disorder categorisation is applied when eating psychopathology 
is of sufficient seriousness to warrant diagnosis, but the clinical features fail to match the 
criteria for either anorexia nervosa or bulimia nervosa (e.g., normal weight purging 
behaviour; Cooper & Fairbum, 2003). Indeed, the majority of atypical presentations are 
consistent with the two specified syndromes, but fall outside of the exact definitions for 
these constructs (Devlin, Goldfein & Dobrow, 2003). For instance, a postmenarcheal 
patient might not have amenorrhoea, but might otherwise meet the diagnostic criteria for 
anorexia nervosa (Fairbum & Harrison, 2003).
1.3.4 Binge eating disorder
Binge eating disorder (BED) is currently cited as a subset of EDNOS (American 
Psychiatric Association, 2000). However, DSM-IV-TR (American Psychiatric 
Association, 2000) does provide provisional diagnostic criteria for this disorder as initial 
research indicates that it might merit independent diagnostic classification (e.g., Striegel- 
Moore, Wilson, Wilfley, Elder & Brownell, 1998). BED is defined as ‘recurrent episodes 
of binge eating in the absence of the regular use of inappropriate compensatory behaviors 
characteristic of bulimia nervosa’ (American Psychiatric Association, 2000 p.550). 
Indeed, whether BED actually represents a distinct disorder is dependent on the degree of 
overlap with the psychopathology of bulimia nervosa (Devlin et al., 2003). Equally, 
independent diagnostic classification requires BED to be discounted as a feature of other 
disorders (e.g., obesity and depression) (Devlin et al., 2003). Ultimately, the status of 
BED is still to be determined (Walsh, 2003).
’Atypical eating disorder (ICD-10 Classification of Mental and Behavioural Disorders; World Health 
Organisation, 1994); EDNOS (DSM-IV-TR; American Psychiatric Association, 2000)
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1.4 Diagnostic validity
The classification of the eating disorders has clinical utility only if the diagnostic 
constructs meaningfully differentiate between the respective psychopathologies (Devlin et 
al., 2003). Yet, research has failed to identify effective disorder-specific treatment 
mechanisms, and diagnosis itself is not a strong predictor of therapeutic outcome (Waller, 
1993). Anorexia nervosa does have a particularly poor prognosis, but it is concomitant 
variables (e.g., chronicity) that provide the more accurate prediction of treatment response 
(Finfgeld, 2002). Moreover, a number of the interventions successfully used to alter 
eating psychopathology have been demonstrated to have efficacy across the range of the 
eating disorders (e.g., cognitive behavioural challenging of beliefs regarding body image; 
Anderson & Maloney, 2001). This aids substantiation of the notion of a core eating 
psychopathology that bridges existing diagnostic classifications (Fairbum et al., 2003). 
Ultimately, the main distinction appears to be between those with and without eating 
psychopathology, rather than at the eating disorder subtype level (Waller, 1993).
Movement away from a diagnostic approach has followed recognition that within 
subtypes eating psychopathology manifests in a variety of forms at the symptom level 
(Waller, 1993). Widespread adoption of the ‘scientist practitioner’ model (Barlow, 1981; 
Barlow, Hayes & Nelson, 1984) has enhanced this understanding. There is increased 
recognition that a core eating psychopathology can co-exist alongside factors 
characteristic of the eating disorder subtype and experiences specific to the individual 
(Waller, 1993). Indeed, this conceptualisation has led to the development of a 
‘transdiagnostic’ model of the eating disorders (Fairbum et al., 2003, p.509). This model 
allows for the consideration of common maintenance factors, whilst still acknowledging 
the variations in presentation specific to each eating disorder (Fairbum et al., 2003). Other 
practitioners have, however, moved beyond a maintenance account to consider the role of 
early experience in eating psychopathology (e.g., Cooper, 1997; Waller & Kennerley, 
2003). This incorporation of precipitant factors includes further experiences unique to the 
individual (Waller, 1993). These schema-focused models are described in section 1.12 
(e.g., Waller et al., in press). They are consistent with the guidelines provided by the 
National Institute for Clinical Excellence (NICE) in their promotion of a more holistic
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approach to treatment (NICE, 2004). Indeed, that formulation is no longer purely 
diagnosis driven has clear treatment implications, and is a matter of considerable 
importance given existing morbidity rates (Waller et al., in press).
1.5 Morbidity and prevalence
The eating disorders have high levels of morbidity (e.g., Bell, Clare & Thom, 
2001; Steinhausen, 2002). Both purging behaviours and dietary restriction have 
accompanying health consequences (e.g., diarrhoea, dehydration, electrolyte imbalance, 
cardiotoxicity, stomach pain, decreased bone density, reproductive difficulties, 
electrotrolyte imbalance, arrhythmias; Bulik, Sullivan, Fear, Pickering, Dawn & 
McCullin, 1999; Gamer, 1997) and recovery from eating psychopathology is often 
limited (Bulik & Reichbom-Kjennerud, 2003; Halmi, Agras, Mitchell, Wilson, Crow, 
Bryson & Kraemer, 2002). Suicide rates are frequently significantly elevated, and 
mortality can be a consequence of some of the more severe physical conditions (e.g., 
cardiotoxicity - Gamer, 1997; Steinhausen, 2002).
Anorexia nervosa has generated particular concern, given that upper estimates of 
mortality are 9.6 times greater than those specified for the general population (Herzog, 
Greenwood, Dorer, Flores, Ekeblad, Richards, Blais & Keller, 2000). Yet, while patients 
with anorexia nervosa are more likely to present with acute risk factors, this does not 
lessen the clinical needs of other eating disorder groups. Indeed, the estimated mean 
prevalence of anorexia nervosa is 0.28%, while the equivalent figure for bulimia nervosa 
is 1% (Hoek, 2002). Despite a paucity of research, the atypical eating disorders are 
further thought to represent the most common eating disorder diagnostic category (Grilo, 
Devlin, Cachelin & Yanovski, 1997; Turner & Bryant-Waugh, 2004). This points to 
considerable costs, both individually and at a service level (Bell et al., 2001). Moreover, 
existing prevalence rates are probably underestimates given the confounds inherent in 
epidemiological research (Jordan, Joyce, Carter, Horn, McIntosh, Luty, McKenzie, 
Mulder & Bulik, 2003). In eating disorders research, the prevalence rates may be 
particularly inaccurate as the denial and/or shame frequently experienced by sufferers will 
preclude some from accessing support (Hoek, 2002). The recognized movement of
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individuals across the various diagnostic categories further complicates the accurate 
measurement of prevalence at the subtype level (Fairbum & Harrison, 2003).
1.6 Socio-cultural factors and co-morbidity
Features of the eating disorders that are clear include an established female gender 
bias and a greater incidence in developed rather than developing countries (Hoek, 2002). 
This points to cultural influences operating in the development of these disorders 
(Fairbum, Shafran & Cooper, 1999). The suggestion is young women seek to establish 
self-worth by conforming to the body images conveyed by the media (Fairbum et al., 
1999). However, it is clear that sociocultural influences provide an inadequate account of 
the complex interplay between the inter- and intra- psychic factors that result in the 
development of an eating disorder (Vitousek, 1996). One index of this is that eating 
disorders frequently co-occur with personality disorders, substance-use disorders, and 
mood and anxiety disorders (Herzog, Keller, Sacks, Yeh & Lavori, 1992; Jordan et al., 
2003; Steiger & Stotland, 1996). Whether this represents true co-morbidity is still 
contested (e.g., Grilo et al., 2003). However, it has been established that there is a higher 
occurrence of personality and mood disorders in individuals with eating disorders than in 
their non-eating disordered siblings (Karwautz, Rabe-Hesketh, Collier & Treasure, 2002). 
This points to a possible overlap in aetiological factors, and reiterates the need to move 
beyond a maintenance account of the eating disorders (Karwautz et al., 2002; Waller et 
al., in press). The frequently chronic nature of the eating disorders in individuals with co­
existing psychopathologies also underscores the National Service Framework for Mental 
Health requirement for improvements in treatment efficacy (Department of Health, 1999).
1.7 Evidence for treatment efficacy
The NICE (2004) recommendation is that cognitive behavioural therapy is offered 
to individuals with bulimia nervosa and binge eating disorder. This is in line with 
Evidence Based Clinical Practice Guidelines (Department of Health, 2001) that specify 
best evidence for treatment efficacy is for CBT. There is additional evidence that
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interpersonal therapy (IPT; e.g., Hartmann, Herzog & Drinkmann, 1992) and 
antidepressant medication are efficacious in the treatment of bulimia nervosa (e.g., 
Fairbum, Jones, Peveler, Hope, & O’Connor, 1993). However, treatment response to IPT 
is typically slower than that to CBT (Agras, Walsh, Fairbum, Wilson & Kraemer, 2000), 
and only short-term benefits have been established for pharmacotherapy (NICE, 2004). 
Anorexia nervosa is generally resistant to antidepressant medication and, to date, there is 
no evidence favouring treatment with any particular psychotherapy (Department of 
Health, 2001; NICE, 2004). Likewise, the best form of treatment for the atypical eating 
disorders, other than binge eating disorder, is still to be established (NICE, 2004). 
Consequently, current recommendations for the treatment of anorexia nervosa and the 
atypical eating disorders lack specificity. It is proposed that psychotherapy should be 
offered, but recommendation regarding type is given only when the presenting disorder 
demonstrates a close fit with bulimia nervosa or binge eating disorder; in these instances 
CBT is again the treatment of choice (NICE, 2004).
Existing gaps in the research literature that prevent the specification of best 
treatment type for anorexia nervosa and the atypical eating disorders can partly be 
attributed to inadequacies in the underlying theoretical models (Wilson, 1999). Indeed, 
without a sound theoretical understanding the development of effective treatments is 
confounded (e.g., Hollon & Beck, 1994). Indeed, this limitation helps to account for the 
proportion of patients with bulimia nervosa and binge eating disorder that do not respond 
to CBT (Wilson, 1999). This clearly points to the need for further model development to 
facilitate improvements in treatment technique (Waller et al., in press). However, that 
approximately 50% of individuals with bulimia nervosa do have symptom remission, 
suggests existing cognitive behavioural models have some utility and merit continued 
application (Bell et al., 2001; Wilson, 1996).
1.8 First generation cognitive behavioural models of the eating disorders
The cognitive behavioural therapy shown to be effective in treatment trials (e.g., 
Fairbum, 1997) was developed from Fairbum’s (1981) cognitive behavioural 
maintenance model of bulimia nervosa. Gamer and Bemis devised an equivalent
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maintenance account of anorexia nervosa in 1982. These initial models were subject to 
refinement in subsequent years, with some elaboration of the hypothesized core 
psychopathology (e.g., Fairbum, 1985; Fairbum, 1997; Gamer & Bemis, 1985; Vitousek 
&Ewald, 1993).
1.8.1 Cognitive behavioural model of bulimia nervosa
It is posited that a fundamentally low self-esteem is a core feature of this eating 
disorder (e.g., Fairbum, Marcus & Wilson, 1993). Indeed, adverse evaluation is initially 
thought to pervade all aspects of self-appraisal (Fairbum, 1997). This is believed to 
contribute to the maintenance of a generic negative self-schema (Vitousek & Hollon, 
1990). It is hypothesized that, over time, cultural ideals regarding appearance 
progressively operate to heighten personal concerns regarding weight and shape 
(Vitousek & Orimoto, 1993). Moreover, the perception that weight can be controlled is 
said further to intensify the belief that this is an area where perceived self-improvement is 
possible (Anderson & Maloney, 2001). The overall effect is that self-worth is increasingly 
appraised according to the individual’s ability to control their food intake and weight 
(Fairbum et al., 1986). The premise is that this leads to intense dietary restriction 
(Fairbum, 1985). These efforts are then frequently redoubled as negative self-cognitions 
mean the individual invariably retains a perception of personal inadequacy (Fairbum et 
al., 1986). Moreover, even small deviations from what are tight ‘dietary rules’ are 
perceived as failings, as cognitive distortions bias information processing (Fairbum, 
1997, p. 212); that is, where possible, information is perceived as congruent with the 
distorted evaluation of weight and shape (Fairbum, 1997).
Individuals with bulimia nervosa frequently engage in such stringent food 
restriction that they fall considerably short of their nutritional requirements (Vitousek & 
Orimoto, 1993). This activates the physiological processes that predispose binge eating 
(Wilson, Fairbum & Agras, 1997). The ability to retain control over eating is then further 
undermined by any episodes of negative affect (Fairbum et al., 1986). Indeed, binge 
eating has the short-term effect of ameliorating intolerable mood states, weakening the 
individual’s resolve to restrict (Heatherton & Baumeister, 1991). However, that high self­
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expectations have been disappointed ultimately reinforces the negative self-schema. It 
intensifies the critical appraisal of weight and shape and encourages more extreme dieting 
(Wilson et al., 1997). The individual then also seeks alternative means of controlling their 
weight, including excessive exercise and purging behaviours (Wilson, 1997). The 
inaccurate perception that purging nullifies the effects of over eating increases the 
propensity to binge (Wilson, 1997). Negative self-perception is also enhanced by these 
losses of control (Johnson, Lewis & Hagman, 1984). The individual perceives the binge- 
purge dynamic as a weakness and strengthens their resolve to diet (Fairbum et al., 1993). 
The result is then a self-perpetuating cycle (Figure 1), centrally maintained by the 
idiosyncratic evaluation of weight and shape (Fairbum, 1997).
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Figure 1: The cognitive maintenance model of bulimia nervosa (Fairbum, 1997, p.212)
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1.8.2 Cognitive behavioural model of anorexia nervosa
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It is theorized that the psychopathology evident in bulimia nervosa is equally 
centrally involved in the maintenance of anorexia nervosa (Fairbum, 1997; Gamer & 
Bemis, 1982,1985). However, in the case of anorexia nervosa, additional mechanisms are 
thought to operate alongside the heightened appraisal of weight and shape (Gamer & 
Bemis, 1982, 1985; Vitousek & Orimoto, 1993). Indeed, while antecedent factors again 
include self-denial and perfectionism, these characteristics are to a greater extent 
intractable (Hollon & Beck, 1994). They may also be accompanied by beliefs relating to 
the need for self-mortification and punishment (Fairbum et al., 1999). Losses of control 
over eating are, as such, limited and a low weight is achieved (Gamer & Bemis, 1982, 
1985).
Once at a low weight, the cognitive, emotional and physiological consequences of 
starvation are activated (e.g., Vitousek & Orimoto, 1993). For instance, the slowing in 
digestion results in satiety when only small quantities of food have been consumed 
(Fairbum, 1997). Equally, low mood, attention deficits, obsessive-compulsive actions, 
cognitive rigidity and impairments in executive function result (Vitousek & Orimoto,
1993). The overall effect is cognitive distortions are strengthened, intensifying the 
unyielding nature of the disorder (Vitousek & Hollon, 1990). In addition, the individual’s 
behaviour may elicit both negative and positive reinforcement from others (Bemis, 1983). 
However, the prime-maintaining factor is posited to be the egosyntonic nature of the 
disorder (Serpell, Treasure, Teasdale & Sullivan, 1999). The eating behaviours not only 
protect the individual from the distress associated with weight gain, but also temporarily 
increase the perception of self-worth (Gamer & Bemis, 1982, 1985); that is, the dietary 
restraint and weight loss are achievements consistent with the conditional beliefs upon 
which the individual’s brittle self-concept is based (Fairbum, 1997). Motivation to 
recover is therefore frequently low - a disquieting explanation for the high morbidity rates 
(Serpell et al., 1999).
1.9 Second generation cognitive behavioural models of the eating disorders
1.9.1 Fairbum, Shafran and Cooper’s (1999) model of anorexia nervosa
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Fairbum, Shafran and Cooper (1999) suggest the original cognitive behavioural 
model of anorexia nervosa lacks specificity. Additionally, they propose that the pivotal 
role attributed to the over-evaluation of weight and shape is to a degree misplaced. They 
offer an alternative model which views control over food intake as the core 
psychopathology. The proposal is general self-control is the mechanism used to 
counteract low self-esteem. This self-discipline is then specifically channeled into control 
over eating. The rationale is that this directly demonstrates the capacity for self-control to 
bolster perceived self-worth (Fairbum et al., 1999).
The suggestion is that restricting food intake also serves the purpose of preventing 
or reversing the effects of puberty. The theory is that this removes the risk of loss of 
control posed by adulthood and in particular sexuality (Fairbum et al., 1999; Williams, 
1997). Restricting food intake is also a powerful means of exerting control within a 
family, particularly if food is generally used as a means of communication; that is, as a 
form of praise or punishment or means of expressing distress (Fairbum et al., 1999).
This revised model is predicted to have utility in that it offers a new treatment 
focus (i.e. self-control) (Fairbum et al., 1999). However, it does not provide a holistic 
understanding of the factors maintaining eating psychopathology (Fairbum et al., 2003). 
The specific focus on anorexia nervosa means that the theory is unable to account for the 
established movement of patients across diagnostic groups (Fairbum & Harrison, 2003). 
Equally, it does not enhance understanding of why individuals with eating disorders other 
than anorexia nervosa sometimes do not respond to cognitive behavioural therapy 
(Fairbum et al., 2003). These limitations prompted Fairbum, Cooper and Shafran (2003) 
to further develop an overarching model of eating psychopathology - a transdiagnostic 
theory that posits the existence of common maintenance factors.
1.9.2 Transdiagnostic model of the eating disorders (Fairbum, Cooper & Shafran, 2003)
The transdiagnostic model (depicted in Figure 2) both accommodates and extends 
the original maintenance theories. The suggestion is that four additional mechanisms can 
exist alongside the established over-evaluation of weight and shape. These components
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are clinical perfectionism, core low self-esteem, mood intolerance and interpersonal 
difficulties (Fairbum et al., 2003).
Clinical perfectionism is viewed as an extreme form of perfectionism. It is a 
means of self-evaluation in which personal merit is predominately viewed as dependent 
on achievement. These punishing standards are applied to many domains (e.g., work), but 
in particular intensify the perceived need for thinness. Likewise, a core low self-esteem is 
theorized to entrench the eating disorder. Patients with such a pervasive negative self­
opinion will not only view their appearance as inadequate, they will perceive themselves 
as inferior in every respect. As such, their motivation to overcome the eating 
psychopathology is low, as any effort towards self-improvement is viewed as futile 
(Fairbum et al., 2003).
Mood intolerance is posited to explain the difficulty some individuals experience 
in discontinuing binge-eating and purging behaviours. Mood intolerance is described as 
an inability to bear certain mood states, and can encompass positive as well as negative 
emotions. The rationale is that in the absence of adaptive coping strategies the individual 
engages in ‘dysfunctional mood modulatory behaviour’, with the purpose of blocking the 
intolerable affect (Fairbum et al., 2003, p.517). Such maladaptive coping mechanisms 
may be restricted to disordered eating behaviours, but there is often co-existing self-harm 
and substance misuse (Fairbum et al., 2003; Lacey, 1986). Moreover, the frequency of 
these behaviours is likely to be high when there are interpersonal difficulties. However, a 
difficult home environment not only increases the likelihood of binge eating. It can 
increase sensitivity to weight and shape if thinness is an attribute the family highly 
values. Chaotic surroundings can also strengthen the need to identify some means of self- 
control (e.g., over eating) and relationship difficulties can further lower self-esteem 
(Fairbum et al., 2003).
The transdiagnostic model holds that the four mechanisms outlined, coupled with 
the negative appraisal of weight and shape, can account for the commonalities across 
eating disorder types. Additionally, the suggestion is not all of the components are 
necessarily present. As such, the model accounts for the clear variation found between 
individuals. For instance, someone with anorexia nervosa restricting type may meet the
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criteria for clinical perfectionism and have strong beliefs regarding the need to control 
eating. Yet, they may be able to manage quite aversive feelings. Conversely, when the 
diagnosis is binge-eating disorder the psychopathology may be more restricted to mood 
modulatory difficulties. In mixed cases (e.g., atypical presentations), it is likely that a 
number of mechanisms will be operating to maintain the disorder (Fairbum et al., 2003).
Figure 2: Diagrammatic representation of the ‘transdiagnostic’ maintenance theory of the 
eating disorders (Fairbum et al., 2003, p.523)
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1.10 The evidence base relating to the theoretical models
1.10.1 Validity of the cognitive behavioural models
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Both second-generation models are yet to be therapeutically validated (Waller et 
al., in press). Research does indicate that individuals with anorexia nervosa sometimes 
have traumatic psychosexual histories (e.g., sexual abuse) that could account for any 
desire to minimise sexuality (Fallon & Wonderlich, 1997). Additionally, these individuals 
often do come from families that place considerable emphasis on achieving an outward 
appearance of perfection across multiple domains (e.g., Cockell, Hewitt, Brooke, Sherry, 
Goldner, Flett & Remick, 2002). This means that there is a heightened need to 
demonstrate that personal control can be successfully exerted (Fairbum et al., 1999). 
Likewise, it is widely established that perfectionism, low self-esteem, mood intolerance 
and interpersonal difficulties often do co-exist with eating psychopathology (e.g., 
Fairbum et al., 2003). Yet, it remains necessary to verify whether treatment efficacy is in 
any way improved by a central focus on self-control (Fairbum et al., 1999) and 
formulation using a transdiagnostic conceptualisation (Fairbum et al., 2003).
Research investigating Gamer and Bemis’ (1982) and Fairbum’s (1981) models of 
the eating disorders largely points to their validity (Williamson et al., 1999). Evidence 
exists for both the cognitive and the behavioural predictions (Williamson et al., 1999). 
Support for the behavioural features of the models is derived from studies verifying the 
restrict-binge-purge cycle and its interaction with fluctuations in mood state (e.g., 
Johnson, Jarrell, Chupurdia & Williamson, 1994; Polivy & Herman, 1995). Findings 
consistent with the cognitive premises include attentional biases to food-, weight- and 
shape- related stimuli (e.g., Fuller, Williamson & Anderson, 1995) and information 
processing biases facilitating the retrieval of information consistent with a negative body 
image (e.g., Williamson, 1996). Moreover, when the meaning of a situation is equivocal 
individuals with eating disorders typically make interpretations that are consistent with 
their fear of fatness (Perrin, 1995 cited in Williamson et al., 1999). These cognitive biases 
include the inaccurate appraisal of their own body image (Smeets & Panhuysen, 1995). 
Likewise, cognitive errors are made in the evaluation of food consumption; that is, 
persons with disordered eating tend to consistently over estimate the amount of food they 
have consumed (e.g., Hadigan, Walsh, Devlin & LaChaussee, 1992). Here, the findings 
indicate that mood state influences the degree of cognitive distortion. Specifically,
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negative affect appears to exacerbate the inaccurate appraisal of caloric intake (Gleaves, 
Williamson & Barker, 1993).
Cognitive behavioural treatment outcome studies indicate that the remission of 
eating disorder symptoms generally follows modification of the described information 
processing biases (Fairbum, Jones, Peveler, Carr, Solomon, O’Connor, Burton, & Hope, 
1991; Fairbum et al., 1993). This serves to substantiate the notion that these idiosyncratic 
cognitions are involved in the maintenance of the eating disorders (Fairbum et al., 1990). 
Indeed, those individuals who retain a distorted perception of their weight and shape have 
an increased likelihood of relapse (Fairbum, Peveler, Jones, Hope & Doll, 1993). Equally, 
there is a heightened risk of the eating disorder recurring when the theorized cognitive 
components are not a focus of treatment (Cooper & Steere, 1995).
1.10.2 Research confounds
The conclusions that can be drawn from the treatment studies are restricted by the 
numerous confounds outlined in section 1.4 (diagnostic validity). Additionally, they are 
hampered by the indices used to define recovery (Jarman & Walsh, 1999). Indeed, 
outcome measures are often limited to the evaluation of weight and shape, purging and 
binge-eating (Anderson & Maloney, 2001). Rarely are changes in perceived self-worth 
and dietary restriction reported (Anderson & Maloney, 2001). Moreover, clients’ 
perspectives on their progress are generally lacking (Jarman & Walsh, 1999). This 
prevents the accurate appraisal of the efficacy of cognitive-behavioural therapy in the 
treatment of the eating disorders (Anderson & Maloney, 2001). It is also likely to hinder 
model development, as not all the theorized key maintaining factors have been subject to 
rigorous research (Anderson & Maloney, 2001).
1.11 Caveats in model development
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Until recently, the majority of research has focused on bulimia nervosa (e.g., 
Fischer, Smith & Anderson, 2002) or has amalgamated the different eating disorder types 
(e.g., Mansfield & Wade, 2000). This has prevented clear comparison from being made 
across the different groups and, as such, has stymied advances in the understanding and 
treatment of the eating disorders (Wilson & Fairbum, 2002). Indeed, improvements in 
model specificity are generally lacking, and confirmation of the existence of a core eating 
psychopathology has been hindered (Fairbum et al., 1999). As mentioned in section 1.4, 
existing evidence suggests there is utility in viewing eating psychopathology as existing 
on a continuum (e.g., Waller, 1993); a feature Fairbum, Cooper and Shafran (2003) have 
successfully incorporated in their transdiagnostic model of the eating disorders. Yet, 
while this model overcomes some of the shortcomings of the original models, in its 
consideration of common features, it does not address all of the caveats in model 
development. In particular, the transdiagnostic model is again only a maintenance account 
(Fairbum et al., 2003). This means it provides no explanation for why some individuals 
develop eating psychopathology while others are seemingly unaffected (Waller et al., in 
press). Equally, no clear rationale is given for why certain individuals develop bulimia 
nervosa, while others manifest a more restrictive or mixed psychopathology (Cooper, 
1997). Indeed, it is proposed that a focus on personal experiences and core beliefs is 
required to understand the aetiological factors (e.g., Cooper, 1997; Waller & Kennerley, 
2003). Ultimately, the premise is that there is a need for the development of hierarchical 
models similar to those established for the mood disorders (e.g. Williams, Watts, Macleod 
& Mathews, 1988; Teasdale and Barnard, 1993).
1.12 The role of core beliefs / schemas in the eating disorders
The idea that core beliefs might potentially have a causal role in the development 
of the eating disorders is relatively longstanding (e.g. Hollon & Beck, 1994). Yet despite 
this, the possible dynamic between core beliefs and assumptions regarding weight and 
shape has not been rigorously investigated (e.g. Meyer, Waller & Waters, 1998). 
Moreover, in their theoretical conceptualisations researchers, such as Vitousek and 
Hollon (1990), have only loosely incorporated the notion of a core negative sense of self
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(Cooper, 1997). The precise role of deep cognitions is not delineated, and no suggestion 
is made regarding their organization (Cooper, 1997).
Cooper (1997) has hypothesized that the core beliefs associated with eating 
psychopathology and the processes by which these are maintained could be consistent 
with those identified in depressed persons. Additionally, she advocates the need for 
‘longitudinal formulations’ that integrate the affective as well as the cognitive 
components of the eating disorders (Cooper, 1997, p. 139). Indeed, the limited research 
that has investigated core beliefs in the eating disorders has been based on a somewhat 
circumscribed view of these deep mental constructs (Waller et al., in press). Only 
cognitive aspects have generally been considered, whereas investigations into other areas 
of psychopathology increasingly make use of Young’s (1994) notion of schemas. These 
representations envelop ‘cognitive, emotional, behavioural and somatic’ domains and 
could potentially be used to develop a more comprehensive model of eating 
psychopathology (Waller et al., in press, p.3). The eventual aim is to devise a formulation 
that can account for those aspects of the eating disorders that often seem intractable (e.g., 
compulsivity; Finfgeld, 2002). This could then be used to guide improvements in 
treatment technique (Waller et al., in press).
1.12.1 Young’s (1994) schema model
Schemas are perceived as the most fundamental level of meaning (McGinn & 
Young, 1996). They are conceptualised as generic representations derived from our early 
experiences (Beck, 1995). As they are pervasive and influence all aspects of mental 
functioning they are ‘self-perpetuating’ (Young, 1999, p.9), and influence our 
interpretation of ongoing events (Segal, 1988). As such, schemas may be adaptive and 
consistently bolster perceived self-worth, or the effect may be one of repeated self­
denigration (McGinn & Young, 1996). Indeed, it is the ‘maladaptive schemas’ that 
interest Young and provide the focus for his schema theory (Young, 1994).
The term ‘early maladaptive schemas’ (EMS) is used to emphasise the 
developmental, persistent and dysfunctional nature of Young’s hypothesized constructs 
(McGinn & Young, 1996, p. 187). Structurally each EMS is divided into two
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complementary components: content and processes (Young, 1994; Young, 1999). Schema 
content equates with Beck’s notion of core beliefs and refers to ‘absolute’ (unconditional) 
beliefs held about the self, the world/others and the future (Beck, 1995, p. 15). These 
beliefs are perceived as dividing into two subgroups. The first subgroup consists of the 
most fundamental level of beliefs (e.g., defectiveness/shame; failure), while the second 
subgroup (e.g., unrelenting standards; enmeshment) is theorized to have a compensatory 
role; that is, whilst still absolute, this second set of core beliefs are thought to develop as 
maladaptive means of dealing with the pain generated by the original schema content 
(Young, 1999). Schema processes then fulfil the function of reinforcing both types of 
core beliefs, so they become increasingly embedded (McGinn & Young, 1996). It is 
proposed the schema processes have three forms of operation: schema avoidance, schema 
compensation and schema maintenance (Young, 1994; Young, 1999). These mechanisms 
are posited to affect somatic, behavioural and emotional functioning as well biasing 
cognition (Young, 1999).
Schema maintenance consists largely of information processing biases and ‘self- 
defeating behaviours’ that confirm the validity of the EMS (Young, 1999, p.22). 
Conversely, schema avoidance refers to strategies devised to impede schema activation 
(Young, 1994). This is because once energised an EMS typically evokes painful affect, as 
perceived self-inadequacy and the deficiencies of others are exposed (McGinn & Young, 
1996). The emotions generated are so intensely aversive that some individuals attempt to 
stop associated thoughts and/or feelings to prevent any re-experience (e.g., cognitive 
avoidance -  thought blocking, depersonalisation, compulsive behaviour; affective 
avoidance -  self-harm, stifling of emotions; behavioural avoidance -  situational 
avoidance; Young, 1999). However, this has the effect of preventing discontinuation of 
the schema content, and thus has a maintaining effect (Young, 1999). Likewise, while 
schema compensation involves resilient attempts to counteract an EMS, when this proves 
ineffective the negative affect is overwhelming; the felt core deficiencies are again 
exposed (Young, 1994; McGinn & Young, 1996). For instance, someone might impose 
high self-standards to compensate for their fear of failure. Inevitably though, the
237
Major Research Project
standards are rarely perceived as having been met reinforcing the sense of personal 
inadequacy (‘Unrelenting Standards Schema’; Young, 1994).
All three schema processes have the effect of entrenching maladaptive schemas so 
that the individual’s belief system becomes increasingly inflexible (Young, 1999). 
Additionally, access to thoughts and feelings becomes gradually circumscribed and 
interpersonal difficulties frequently develop (McGinn & Young, 1996). These features are 
recognized indices of resistance to short-term cognitive behavioural therapy (Young,
1999). Moreover, they are typical of individuals with chronic eating disorder histories 
(Karwautz, Troop, Rabe-Hesketh, Collier & Treasure, 2003).
1.12.2 Schema-focused cognitive behavioural model of restrictive and bulimic
psychopathology
Waller (under consideration) has proposed a schema-focused cognitive 
behavioural model of the eating disorders. His predictions are based on findings that 
negative schema content is manifest in eating psychopathology (e.g., Cooper & Turner,
2000). This negative bias often encompasses multiple core beliefs (e.g. abandonment, 
defectiveness; Waller et al., 2000). Moreover, the more ingrained these schemas are the 
more deficient the response to cognitive behavioural therapy (Leung, Waller & Thomas, 
1999). Consistencies in schema content have further been demonstrated across the 
different eating disorder subtypes (e.g., Cooper & Hunt, 1998). This implies that negative 
schema content has a role in the maintenance of eating psychopathology, but cannot 
explain why specific eating behaviours develop (Luck et al., in press). Conversely, initial 
findings indicate that differences in schema processing do exist (e.g., Mountford, Waller, 
Watson & Scragg, in press; Spranger, Waller & Bryant-Waugh, 2001). It appears that 
bulimic pathology is primarily associated with schema avoidance, whereas both schema 
compensation and schema avoidance operate in restrictive pathology (Luck et al., in 
press; Mountford et al., in press). This suggests it is the specific schema processes in 
operation that determine the nature of the eating psychopathology (Waller, under 
consideration). Indeed, Waller proposes that the schema processes of compensation and 
avoidance provide a framework for understanding the frequent co-occurrence of
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restrictive and bulimic features (Waller et al., in press). This model provides an account 
of symptom variation and is not tied to diagnostic subtypes (Waller et al., in press).
The theory maintains that when a dysfunctional core belief is activated efforts are 
made to ameliorate the negative affect this triggers (Waller et al., in press). Individuals 
with restrictive psychopathology are hypothesized to achieve this through the ‘primary 
avoidance of negative affect’ (Waller, under consideration); that is, by employing schema 
compensation to prevent any experience of the aversive emotion. For instance, an 
individual with a defectiveness schema that encompasses their appearance might develop 
a compensatory unrelenting standards schema. This compensatory schema may then 
operate behaviourally to achieve perceived perfection; that is, the individual markedly 
restricts their food intake to obtain thinness and prevent their inadequacies from being 
exposed (Waller et al., in press). Masking their defectiveness arrests the intolerable pain 
this schema generates. However, unrelenting standards are only one means of 
compensating for core deficiencies. Additional compensatory schemas include social 
isolation, emotional inhibition, self-sacrifice and subjugation (Waller et al., in press). 
Moreover, these mechanisms also appear to operate in other compulsive pathologies that 
frequently co-exist with restrictive eating pathology (e.g., obsessive-compulsive disorder 
and compulsive exercise) (Waller, under consideration). The logical inference is then that 
food restriction is just one component of an overarching compulsive pathology 
maintained by schema compensation (Waller, under consideration).
It is proposed that bulimic psychopathology has the function of ‘secondary 
avoidance of negative affect’ (Waller, under consideration). This means schema 
avoidance is used to minimise the impact of painful emotions after they have been 
triggered (Luck et al., in press). In particular, behavioural and somatic forms of avoidance 
are thought to be typical of individuals with bulimia (Luck et al., in press). For instance, if 
an event energises a core abandonment schema this is likely to trigger intense upset. 
Binge eating might then operate to ameliorate this affective experience. However, the 
effect is only short-lived as beliefs about binging typically generate additional negative 
feelings. Purging behaviours may then be used to quash these secondary emotions 
(Waller, under consideration). Alternatively, other impulsive behaviours (e.g., risky
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sexual behaviour, self-harm, substance misuse) might be used to reduce the person’s 
distress. It is posited that the behaviour chosen is dependent on personal experience and 
current circumstances (Waller et al., in press). Indeed, binge-eating and purging can be 
conceptualised as a single component of impulsive pathology maintained by schema 
avoidance (Waller, under consideration).
The model accounts for the co-occurrence of bulimic and restrictive pathology by 
positing that the schema process in operation varies (Waller, under consideration). The 
rationale is that both primary and secondary avoidance of affect are used, as required, to 
ensure the effective avoidance of intolerable emotions (Waller et al., in press). The 
mechanism used at any one time will depend on the intensity of the schema content, the 
type of trigger and the speed at which the negative affect develops. Indeed, it is the 
intensity and rapid onset of some emotions that is theorized to explain the co-existence of 
schema compensation and avoidance in restrictive pathology (Waller, under 
consideration). Some cognitions generate negative sensations too powerful to be managed 
effectively with schema compensation (Waller et al., in press). The individual is then 
forced to rely on schema avoidance as a coping mechanism (Waller, under consideration).
1.12.3 Fit between the schema-focused model and existing cognitive behavioural models
of the eating disorders
The schema-focused model largely complements both the first and second- 
generation cognitive behavioural models of the eating disorders (Waller et al., in press). It 
can be viewed as an adjunct to the original models in its provision of a causal explanation 
(Waller, under consideration). However, Luck et al., (in press) conclude that a closer fit is 
achieved with the revised model of anorexia nervosa (Fairbum et al., 1999) than with the 
original model developed by Gamer & Bemis (1982). This is due to the more central role 
attributed to control (i.e. schema compensation) in the revised theory (Fairbum et al.,
1999). Moreover, there is clear overlap between features of the schema-focused model 
and the additional maintenance mechanisms suggested in the transdiagnostic model 
(Waller et al., in press). For instance, the need for affect regulation can be equated with
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the use of schema processes, while clinical perfectionism corresponds with the 
unrelenting standards compensatory schema (Waller et al., in press).
1.12.4 The clinical relevance of schema content and processes in the eating disorders
The recognition that cognitive content and processes have a causal role in the 
development of the eating disorders points to the need to find means of moderating these 
constructs (e.g., Spranger, Waller & Bryant-Waugh, 2001; Waller, 2003; Waller et al.,
2000). However, schema-focused techniques are typically reserved for the later stages of 
therapy (Fairbum, 1997). The rationale is that the individual first becomes adept at 
modifying their dysfunctional thought patterns and behaviours, and develops skills to 
regulate their emotions (e.g., Beck, 1995). The individual is then equipped to manage the 
distress schema identification initially evokes (Waller et al., in press). These traditional 
strategies also often succeed in indirectly modifying underlying schemas (Waller & 
Kennerley, 2003). Yet, some schemas can have such a pervasive effect as to block 
treatment using traditional techniques (Padesky & Greenberger, 1995). There is then the 
need for a more immediate and direct approach to schema modification (Waller & 
Kennerley, 2003).
It has been suggested that reattribution could be one means of directly 
undermining dysfunctional schema-level representations, if a clear association exists 
between attributional style and eating psychopathology (Waller et al., in press). Indeed, if 
attributional style is one of the mechanisms through which schema-level representations 
affect eating pathology this has clear treatment implications. However, the presence of 
attributional distortions in the eating disorders is still to be thoroughly investigated.
1.13 Attribution theory
1.13.1 Attributional biases and psychopathology
It has long been recognized that causal attributions influence mood and self­
esteem (Buchanan & Seligman, 1995). How one assigns responsibility for positive and 
negative events (e.g., to one’s own actions, to the actions of others’, to chance) impacts 
on self-perception and perceived self-worth (Buchanan & Seligman, 1995). Once
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developed, attributional styles are enduring (Kinderman & Bentall, 1996). This means 
attributions can have a protective function, aiding the maintenance of self-esteem (Ross & 
Nisbett, 1991). For instance, it is widely recognized that attributing successes to personal 
factors, whilst blaming external contingencies for negative events is adaptive (‘self- 
serving attributional bias’; Musson & Alloy, 1988, p.204). Indeed, this attributional style 
is consistently identified within the ‘normal’ population (e.g., Robins & Hayes, 1995). In 
contrast, a negative pattern of attributions (e.g., ‘I am to blame for bad events; good 
things in my life happen by chance’) is commonly found in depression (e.g., Brewin, 
1985). The tendency is for depressed persons to make ‘internal, stable and global 
attributions’ for negative occurrences (Brewin, 1985, p. 300).
In the 1990’s, research into attributional style was extended to consider its 
potential role in the maintenance of psychosis (Bentall, Kinderman & Kaney, 1994). The 
premise was that individuals with psychosis make ‘external, global and stable 
attributions’ for negative outcomes (Kinderman & Bentall, 1996, p. 261), and that they 
make immoderate internal attributions for positive occurrences (Kaney & Bentall, 1989). 
It was proposed this attributional style enables the person to maintain a consistent fit 
between their ‘self-actual’ and ‘self-ideal’ representations (Kinderman & Bentall, 2000, 
p. 255). The effect is to minimise any experience of a negative sense of self and, as such, 
to avoid depression (Kinderman & Bentall, 2000). Research has generally substantiated 
this theory (e.g., Fear, Sharp & Healy, 1996). However, as is the case with depression, the 
precise relationship between attributional distortions and psychosis is still to be 
determined (Kinderman & Bentall, 1996).
Clinically, the identification of clear attributional biases in both depression and 
psychosis has facilitated advances in treatment technique (e.g., Dattilio, 2000; Segal & 
Shaw, 1996). It is possible to identify, test out and appraise attributional distortions (Segal 
& Shaw, 1996). The individual then masters the skills to develop and evaluate more 
adaptive attributions (Dattilio, 2000). As reattribution is an accepted treatment technique, 
particularly for depression, this again points to the merit of investigating reattribution in 
the treatment of the eating disorders (Waller et al., in press). This is particularly pertinent
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given that depression and eating psychopathology frequently co-occur (e.g., Halmi,
1995).
1.13.2 The potential role of attributions in the eating disorders
Attributions have not been formally incorporated into any model of the eating 
disorders. Guidano & Liotti (1983) did propose that an ‘imprecise attributional style’ 
could be associated with anorexia nervosa (Cooper, 1997, p. 116). However, this 
conjecture was not formally researched. In fact, there has been little systematic research 
into the potential role of attributional biases in the eating disorders. Goebel, Spalthoff, 
Schulze & Florin (1989) identified that the negative internal attributional style associated 
with depression is more common in individuals with bulimia nervosa than it is in 
controls. Also, Joiner, Metalsky & Wonderlich (1995) found that symptoms of depression 
increased over time in individuals with bulimia nervosa with an internal negative 
attributional style. However, only one study appears to have investigated attributional 
style in the eating disorders, while controlling for the influence of depression (Mansfield 
and Wade, 2000). This research aimed to establish whether the attributional distortions 
found in depression are also evident in women with atypical eating disorders (Mansfield 
& Wade, 2000). The findings were that the eating disordered group made internal 
attributions for negative circumstances, but that these distortions differed from those 
made by the individuals with depression; that is, the women with eating psychopathology 
tended to attach more significance to each negative event (Mansfield & Wade, 2000). 
Conversely, the tendency to view these situations as stable and global was not as 
pronounced as that identified in the group with depression (Mansfield & Wade, 2000). 
However, the individuals with eating disorders were also prone to attributing positive 
outcomes externally. This contrasts with the internal attributions for positive events made 
by both the control and depressed groups (Mansfield & Wade, 2000).
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1.13.3 The current investigation
Mansfield and Wade’s (2000) study, combined with recent schema-focused 
research, suggests a number of directions for further investigating the potential role of 
attributions in the eating disorders. The present study was designed to explore a number 
of those areas. Specifically, it aimed to determine whether Mansfield and Wade’s (2000) 
findings represent a consistent phenomenon, and whether this is manifest across the range 
of the eating disorders. The study also sought to determine whether any association exists 
between attributional style and psychopathology known to be specific to the eating 
disorders (i.e., to establish whether there is any relationship between attributional biases 
and schema-level representations). The intention was to establish the nature of any such 
relationship. Moreover, as attributions are frequently expressed as automatic thoughts, it 
was conjectured that any attributional biases are likely to develop from the deeper level 
schema representations. In other words, the hypothesized relationship is one whereby 
schema content and processes generate attributional distortions, which in turn engender 
eating psychopathology.
The study’s aims and hypotheses are detailed in full below. Where predictions 
were made regarding the relationship between attributional style and eating pathology, 
these were based on the findings of Mansfield and Wade (2000) and the literature 
pertaining to depression (e.g., Brewin, 1985).
1.14 Aims and hypotheses
1.14.1 Aim 1
To determine the level of attributional biases in the eating disorders and links with eating 
pathology
Hypothesis 1.1
There will be a difference in the type of attributional biases between the control and 
eating disorder groups.
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It is hypothesized that individuals with eating disorders will demonstrate internal 
attribution of negative events and external attribution of positive events.
Hypothesis 1.2
There will be a dimensional association between the level of attributional biases and the 
strength of eating pathology.
It is hypothesized that negative events will be attributed internally in individuals with 
stronger eating pathology. Equally, it is anticipated that the external attribution of positive 
events will be associated with higher levels of eating pathology.
1.14.2 Aim 2
To determine the association of attributional biases with schema level representations 
Hypothesis 2.1
There will be a difference between the control and eating disorder groups in the levels of 
negative schema representations.
It is anticipated this finding will be consistent with that of previous studies (e.g., Waller et 
al., 2000).
Hypothesis 2.2
There will be a dimensional association between attributional biases and schema content. 
It is hypothesized that unhealthy beliefs about the self will be associated with the internal 
attribution of negative events.
Hypothesis 2.3
There will be a dimensional association between attributional biases and schema 
processes.
It is hypothesized that unhealthy processing biases (e.g., avoiding experiencing emotion) 
will be associated with the internal attribution of negative events.
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1.14.3 Aim 3
To test a model where attributional style acts as a mediator in the relationship between 
schema content / processes and eating pathology.
This investigation was exploratory. The design of the model was based on the logic 
previously outlined. The steps required to establish any potential mediating role for 
attributional biases are as follows:
1 To establish whether there is any association between schema content and
processes and eating pathology. This step overlaps with hypothesis 2.1.
2 To establish whether there is any correlation between schema content and
processes and attributional style. This step overlaps with hypotheses 2.2 and 
2.3.
3 To determine whether attributional style influences eating pathology. This step
partially overlaps with hypothesis 1.2. However, it was also necessary to 
establish whether attributional style affects eating pathology whilst controlling 
for any potential effect of schema content and processes.
4 To determine whether attributional style completely mediates the relationship
between schema content and processes and eating pathology.
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Method
2.1 Design and participants
A non-experimental cross-sectional design was used. The participants were 
initially divided into two main groups - adult women (18 years +) meeting the DSM-IV- 
TR (American Psychiatric Association, 2000) diagnostic criteria for any of the major 
eating disorder types, and an age- and gender-matched control group. Inclusion in either 
group also required fluency in English, as practical constraints prevented the translation 
of the measures.
2.1.2 Clinical group
The clinical group consisted of women referred to an outpatient eating disorders 
service between March 2003 and March 2004. Men were not included in the study, as the 
low rate of male referrals would have prevented meaningful analyses of this group being 
conducted. Women with co-morbid diagnoses of psychotic disorder or with a history of 
learning disabilities were excluded from the study on the same basis. The response rate 
was 72.4% (n = 97). It was not possible to determine the factors that motivated 
participation. However, variables such as interest, severity of eating psychopathology and 
the presence/absence of other co-morbid Axis-I diagnoses (e.g., major depressive 
disorder) could have affected the inclination to participate (Barker, Pistrang & Elliott,
1994).
2.1.3 Control group
The control group was initially recruited from undergraduate and postgraduate 
students attending the University of Surrey. However, as this yielded a relatively low 
number of respondents (n = 30), ‘snowball techniques’ (Breakwell, Hammond & Fife- 
Schaw, 1995, p .Ill)  were adopted, where the control group was broadened to include 
friends and relatives of students at the university. This had the advantage of maintaining 
the likelihood that a reasonable match would be obtained between the clinical and control
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groups in terms of education and socio-economic status. Indeed, it is known that 
individuals with eating disorders frequently come from high-achieving families (e.g., 
Duker & Slade, 1988). However, it is likely that this approach further confounded the 
response bias (Barker et al., 1994). Additionally, it precluded any estimate of response 
rates, as the exact size of the population invited to participate was unknown. The potential 
risk of more predictable biases was minimised through the use of stringent exclusion 
criteria, including no past or present eating disorder, no history of treatment for mental 
health difficulties, and no learning disability.
2.2 Sample characteristics2
The demographics of the clinical sample are detailed in Table 1, as based on 
DSM-IV-TR diagnoses (American Psychiatric Association, 2000). However, for the 
purpose of analyses these groups were collapsed into two more inclusive clinical samples 
- restrictive pathology and bulimic pathology. This division was made in accordance with 
the recent NICE (2004) guidelines. These guidelines recommend treatment decisions be 
based on whether the clinical presentation is more consistent with a restrictive or bulimic 
profile. The group with restrictive pathology consisted of individuals with diagnoses of 
anorexia nervosa (restricting type and binge-eating/purging type) and atypical anorexia 
nervosa. The group with bulimic pathology consisted of those participants with diagnoses 
of bulimia nervosa (purging type and non-purging types), atypical bulimia nervosa, binge 
eating disorder and normal weight purging behaviour. The group with restrictive 
pathology (n = 34) had a mean age of 27.9 years (SD = 7.94; range = 17 to 50) and a 
mean body mass index (BMI = weight [kg]/height [m2]) of 17.55 (SD = 2.63; range = 
12.28 to 22.69). The group with bulimic pathology (n = 41) had a mean age of 26.8 years 
(SD = 5.77; range = 18 to 39) and a mean body mass index of 24.29 (SD = 6.67; range = 
18.71 to 48.95).
2 The demographic information provided does not include those cases who were excluded from the 
analyses. Please refer to section 2.5.1 (data screening) for further details.
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Table 1: Sample demographics for the individual eating disorders
Disorder N Age (years) Body Mass Index
Mean (SD) Mean (SD)
Anorexia Nervosa 
Restricting Type
12 27.3 (6.62) 15.55 (1.82)
Anorexia Nervosa Binge- 
eating/Purging Type
5 31.6 (12.26) 15.56 (2.12)
Atypical Anorexia 
Nervosa
17 27.1 (7.57) 19.55 (1.54)
Bulimia Nervosa 
(Purging & Non-purging 
Type)
26 25.8 (5.36) 22.23 (3.22)
Atypical Bulimia Nervosa 6 27.0 (5.22) 25.50 (10.39)
Binge Eating Disorder 5 34.0 (4.69) 34.19 (9.00)
Normal Weight Purging 
Behaviour
4 23.5 (4.51) 22.93 (1.95)
The demographics of the control group are provided in Table 2, together with 
those for the complete clinical sample. A reasonable match was obtained between the two 
groups in terms of age and BMI. Table 3 provides the ethnicity of participants in both 
groups.
Table 2: Sample demographics for the total clinical sample and the control group
Group N Age (years) Body Mass Index
Mean (SD) Range Mean (SD) Range
Eating
Disorders
75 27.3 (6.81) 17-50 21.19 (6.19) 12.28-
48.95
Controls 65 29.6 (6.37) 18-47 22.88 (2.87) 18.29-
30.44
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Table 3: Ethnicity of the total clinical sample and the control group
Ethnicity (% of sample)*
Group
White
British
Any
Other
White
Backg
round
Mixed
White
&
Asian
Any
Other
Mixed
Backg
round
Caribbean Indian Chinese Any
Other
Ethnic
Group
Not
stated
Total
Eating
Disorders
63 7 - 1 1 - - 1 2 75
Controls 53 6 1 1 - 3 1 - - 65
*Only those ethnic groups represented in this study are listed
2.3 Procedures
Approval for the project was obtained from the relevant NHS Research and 
Development Committee, the Local Research Ethics Committee and The University of 
Surrey’s Advisory Committee on Ethics. Appendix A contains copies of the applications 
made to these committees and the responses received providing approval. Appendix B 
contains copies of the study’s invitation letter, information sheets, consent forms and 
letter to GPs.
2.3.1 Clinical group
During the recruitment period, all of the women assessed at the outpatient eating 
disorders service who met the study’s inclusion criteria were invited to participate. 
Recruitment took place at the time of the assessment, to avoid the potential biases 
associated with testing part way through treatment. It was explained to the women that, 
for clinical purposes, they would be asked to complete a number of questionnaires 
relating to their feelings, attitudes, attributions and behaviour. They were then informed 
about the research project. It was explained the project was investigating any association 
between longstanding beliefs and how individuals with eating disorders understand the 
cause of events in their lives. It was specified that participation would not require the 
completion of any measures over and above those normally requested for clinical 
assessment and evaluation purposes. Those women who expressed further interest in the
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project were then given the patient information sheet, a consent form and the usual 
assessment questionnaire pack.
The opportunity was provided to ask questions at the assessment and potential 
participants were encouraged to contact the trainee with any additional queries. The 
women were instructed to read the information sheet carefully. They were also 
encouraged to discuss their potential involvement in the research with a trusted confidante 
or their GP. It was emphasised that the decision made would have no bearing on 
treatment and that their anonymity would be preserved. Individuals were informed that 
participation in the study could generate some uneasy feelings. They were encouraged to 
discuss this with the assessing clinician or their assigned therapist if this was the case. 
Participants’ general practitioners were informed of their involvement in the study. They 
were advised to contact the service if there were any unexpected changes in the 
participants’ behaviour following questionnaire completion.
The clinicians conducting the participants’ initial assessments made the DSM-IV- 
TR (American Psychiatric Association, 2000) diagnoses. All of the clinicians were 
experienced clinical psychologists, trained in the differential diagnosis of the eating 
disorders.
2.3.2 Control group
The first phase of control data collection was undertaken in collaboration with 
another trainee, due to an overlap in the measures used. The rationale was to avoid 
participants unnecessarily completing any measure more than once.
Consent to invite students to take part in the studies was sought from the course 
directors of the university’s postgraduate courses. All of the courses advertised on the 
university’s website were contacted, with the exception of the medical school. A number 
of undergraduate courses were also approached. However, the preference was to recruit 
post-graduate students to achieve a closer age-match with the clinical group.
Agreement to invite students to participate in the research was received from one 
of the post-graduate linguistics courses and the undergraduate psychology department. 
The course director of the PsychD in Clinical Psychology also agreed that the trainees
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could be approached to take part. Notices inviting students to participate in the research 
were then placed in the relevant departments (see Appendix C). Potential participants 
were invited to contact either of the trainees undertaking data collection for information. 
Alternatively, they were advised they could collect an information sheet, consent form, 
demographic information sheet and a questionnaire pack from the Clinical Psychology 
Department. Potential participants were urged to take their time in deciding whether or 
not to take part. They were advised that if completing the questionnaires generated any 
difficult feelings, a confidential debriefing/advice session could be arranged with either of 
the trainees.
In order to preserve their anonymity, participants were not asked to specify which 
course they were taking. This means it is not possible to give accurate response rates by 
type of student. However, it is likely that the majority of participants were either 
undergraduate or postgraduate psychology students.
No incentives were offered to students to encourage them to participate. This was 
because of the inherent confounds associated with credit systems. However, the lack of 
any incentive might partially account for the relatively low initial response rate.
The trainee undertook the second phase of control data collection independently. 
Approval was obtained from the relevant ethics committees to broaden the control sample 
to include friends and relatives of students at the University of Surrey. The afore­
mentioned ‘snowball7‘network’ approach (e.g., Barker et al., 1994, p.178) was then used 
to identify potential participants. Volunteers identified individuals who they anticipated 
would meet the inclusion criteria for the control group. These individuals were then 
informally asked by their contact if they would be interested in receiving more 
information about the study. Those who expressed an interest were then sent the relevant 
information sheets, consent form, demographic information sheet and questionnaire pack. 
They were encouraged to contact the trainee if they had any further questions. Equally, 
they were urged to request a confidential debriefing/advice session with the trainee 
following questionnaire completion if required.
The postal survey yielded an additional 45 control participants (48.9% response 
rate as a proportion of the number of questionnaires sent out; total n = 92), consequently
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increasing the power of the study. However, there are confounds associated with using 
this approach. These limitations are briefly mentioned in section 2.1.3, and are considered 
in the Discussion.
2.4 Measures
Each participant was asked to complete five self-report measures: the Young 
Schema Questionnaire-Short version-Revised (YSQ-S-R; Young, unpublished); the 
Young Compensatory Inventory (YCI; Young, 1995); the Young-Rygh Avoidance 
Inventory (YRAI; Young & Rygh, 1994); the Internal, Personal and Situational 
Attributions Questionnaire (IPSAQ; Kinderman & Bentall, 1996); and the Eating 
Disorders Inventory -  2 (EDI-2; Gamer, 1991). The control group also completed a 
demographic information sheet providing information relating to age, weight, height and 
ethnicity. Moreover, questions pertaining to the study’s exclusion criteria were included, 
in order to minimise the risk of recmitment errors. Participants were asked to specify their 
gender, first language, fluency in English, any history of learning difficulties and any 
history of treatment for mental health difficulties. Additionally, a brief measure of eating 
psychopathology (the SCOFF Questionnaire; Morgan, Reid & Lacey, 1999) was 
incorporated to enable the efficient detection of any eating disorder. The rationale was 
that this would then facilitate the removal of any eating-disordered woman from the 
control group who might otherwise have biased the data. The clinical group was not 
asked to complete the demographic information sheet, as the required information was 
obtained during the assessment. In particular, as the presence/absence of co-morbid 
psychopathology was determined by the assessing clinician the decision was made not to 
include a psychometric measure of depression. The rationale for this was to avoid any 
unnecessary testing.
Appendix D contains copies of the questionnaires used, and Appendix E provides 
information relating to their psychometric properties.
2.4.1 The SCOFF Questionnaire (Morgan et al., 1999)
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The SCOFF questionnaire is an efficient screen for eating psychopathology (Luck, 
Morgan, Reid, O’Brien, Brunton, Price, Perry & Lacey, 2002). It has been demonstrated 
to have both good reliability and clinical validity (Morgan, Reid & Lacey, 1999; Perry, 
Morgan, Reid, Brunton, O’Brien, Luck & Lacey, 2002). The questionnaire consists of 
five brief questions:
1. Do you ever make yourself Sick because you feel uncomfortably foil?
2. Do you worry you have lost Control over how much you eat?
3. Have you recently lost more than One stone in a three-month period?
4. Do you believe yourself to be Fat when others say you are thin?
5. Would you say that Food dominates your life?
The cut-off for a possible eating disorder is two or more affirmative answers. The 
measure has a specificity of 89.6% and demonstrates a tendency to be over-inclusive in 
its diagnostic predictions (Luck et al., 2002). This means there is some chance of 
unnecessarily eliminating non-eating disordered cases, but the likelihood of a case with 
eating pathology being retained within a control group is low (Luck et al., 2002).
2.4.2 The Young Schema Questionnaire-Short version-Revised (YSQ-S-R; Young, 
unpublished)
The YSQ is a standardised self-report measure assessing cognitive content 
(Young, 1999). The reliability and validity of this measure is well established (e.g., Lee, 
Taylor & Dunn, 1999; Schmidt, Joiner, Young & Telch, 1995). The test has good internal 
consistency and test-retest reliability has been demonstrated (Schmidt et al., 1995). Factor 
analyses have shown the questionnaire largely represents the theoretical framework on 
which it is based; that is, the structure is consistent with Young’s hypotheses regarding 
early maladaptive schemas (Lee et al., 1999). Equally, the measure has sound 
discriminant validity with significant positive associations identified with disordered 
affect and symptoms associated with personality disorders (Schmidt et al., 1995). An 
inverse association was found between scores on the YSQ and measures of self-esteem 
(Schmidt et al., 1995). Additionally, the YSQ has been shown to discriminate between the 
core beliefs held by women with anorexia nervosa and bulimia nervosa, those held by
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women with depression and controls (Leung, Waller & Thomas, 1999; Waller, Shah, 
Ohanian & Elliott, 2001b).
The YSQ-S-R contains 114 items. It was chosen in preference to earlier versions 
of this test as it includes a number of methodological improvements (Young, 
unpublished). For instance, the order of the items has been randomized. This minimises 
the likelihood of respondents imposing artificial uniformity on items within any one 
subscale (Young, unpublished). Indeed, it is recognized participants often wish to appear 
consistent in their beliefs, although this can inadvertently reduce the sensitivity of the data 
collected (Young, unpublished). An additional advantage to use of the YSQ-S-R is that 
the fifteen subscales shown to have construct validity have been retained, whilst the one 
subscale lacking validity has been removed. This rogue subscale is the ‘social 
undesirability scale’. Its inclusion would have lead to additional confounds as it is also 
the only subscale containing items related to body image distortions (e.g., ‘I’m too fat’; 
‘I’m ugly’ -  YSQ Long Form Second Edition; Young & Brown, 1990). This means 
retaining this sub-scale could potentially have artificially elevated any correlations 
between cognitive content and eating psychopathology.
The YSQ-S-R does contain three additional sub-scales (approval/recognition 
seeking; negativity/pessimism; punitiveness). However, as the psychometric properties of 
these new scales are yet to be determined, they were not included in this study’s analyses.
Each of the fifteen subscales included in this research consists of five items 
appraised on a six-point Likert scale (1 - completely untrue of me; 2 -  mostly untrue of 
me; 3 -  slightly more true than untrue; 4 -  moderately true of me; 5 -  mostly true of me; 
6 -  describes me perfectly). Therefore, a score of between 1 and 6 is obtained on each 
item. The total subscale score is then the sum of the individual item scores divided by the 
number of items in the subtest (i.e., 5). In each instance, the higher the mean score the 
more entrenched the theorized maladaptive schema.
The main fifteen YSQ-S-R subscales are:
1. Emotional deprivation
The belief that others will not fulfill one’s wish for emotional support
2. Abandonment/instability
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The belief that others are either unavailable or unreliable in the provision of 
support
3. Mistrust/abuse
The expectation that others will be abusive towards oneself
4. Social isolation/alienation
The perception of being fundamentally different from others and quite alone
5. Defectiveness/shame
A sense of defectiveness that leads to the perception one is unloveable
6. Failure
The perception of ongoing failure or the expectation that failure is imminent
7. Dependence/incompetence
The perception of helplessness; the belief that one is incompetent without extensive 
support from others
8. Vulnerability to harm or illness
The belief that disaster is imminent and unavoidable (severe medical conditions e.g., 
heart attacks or terminal illness; loss of mental faculties e.g., fear of insanity; natural 
disasters e.g., earthquakes or floods)
9. Enmeshment/undeveloped self
The belief that one is unable to cope without considerable support from others 
(typically mother or father); this then leads to extreme emotional closeness. It 
prevents the individual from separating from the family unit and establishing an 
independent sense of self
10. Subjugation
The perceived need to give into others’ wishes to prevent rejection or hostility
11. Self-sacrifice
The belief that one should gratify the needs of others regardless of the personal cost
12. Emotional inhibition
The expectation that it is necessary to repress emotion to prevent negative outcomes
13. Unrelenting standards/hypercriticalness
The belief that one must pursue inordinately high standards to achieve acceptance
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14. Entitlement/grandiosity
The perception that one is special and does not need to take into account the rights of
others
15. Insufficient self-control/self-discipline
The belief that self-control is unobtainable/unnecessary
(Young, 1999).
2.4.3 The Young Compensatory Inventory (YCI; Young, 1995)
The YCI is a 48-item self-report measure of schema compensation (avoidance of 
emotion before it is experienced). Luck et al., (in press) have identified a factor structure 
for this measure with good internal consistency and test-retest reliability. Discriminant 
validity has also been established for the eating disorders; individuals with anorexia 
nervosa score significantly higher on two of the factors (personal control; social control) 
than individuals with bulimia nervosa and controls (Luck et al., in press). This finding 
lends support to Waller’s model of restrictive and bulimic psychopathology (Luck et al., 
in press). However, construct validity for this measure is yet to be established.
The factor structure proposed by Luck et al., (in press) results in three subscales. 
The number of items in each of these scales varies, but in each instance the scale score is 
the mean of the individual item scores. Responses are again made on a six-point Likert 
scale. The response categories are the same as those used in the YSQ-S-R. For each 
subscale, the higher the overall mean score the greater the use of that particular form of 
schema compensation.
The three YCI subscales are:
1. Social control (22 items)
The primary avoidance of aversive affect by exerting control over other people
2. Individuality (8 items)
The primary avoidance of intolerable emotions through non-conformity and
defiance of societal norms
3. Personal control (3 items)
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The primary avoidance of negative affect through the exertion of control over the 
self (e.g., extreme self-restraint)
2.4.4 The Young-Rygh Avoidance Inventory (YRAI; Young & Rygh, 1994)
The YRAI is a 40-item self-report measure of schema avoidance (avoidance of 
emotion once it has been experienced). As with the YCI, Luck et al., (in press) have again 
determined a factor structure for this questionnaire. This factor structure yields two 
subscales:
1. Behavioural/somatic (10 items)
The secondary avoidance of affect through the active avoidance of situations that 
trigger intolerable emotions; this may be combined with the displacement of 
concern onto somatic features.
2. Cognitive/emotional (7 items)
The secondary avoidance of aversive feelings by impeding the thoughts that 
generate these feelings; this is then often coupled with direct dampening of the 
affective experience.
For each subscale, the composite score is again the mean of the individual item 
scores. Likewise, individual item responses are as per the 6- point Likert scale used in the 
YSQ-S-R.
Both subscales have been demonstrated to have good test-retest reliability (Luck 
et al., in press). The behavioural/somatic subscale also appears to have reasonable internal 
consistency. Cronbach’s alphas were moderate for the cognitive/emotional scale (Luck et 
al., in press). However, another study did reverse this finding, suggesting the relative 
strength actually lies with this latter scale (Spranger, Waller & Bryant-Waugh, 2001) 
Either way, the YRAI does appear to have discriminant validity when applied to the 
eating disorders (Luck et al., in press). Individuals with eating disorders, in particular 
those with anorexia nervosa of the binge-purge subtype, obtained considerably higher 
scores than the controls on the behavioural/somatic subscale. Conversely, use of 
cognitive/emotional avoidance does not appear to be typical of persons with eating 
disorders; the controls showed significantly greater use of this strategy (Luck et al., in
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press). Further research is again required to determine whether the measure has true 
construct validity.
2.4.5 The Internal, Personal and Situational Attributions Questionnaire (IPSAQ; 
Kinderman & Bentall, 1996)
The IPSAQ is a 32-item self-report questionnaire. In this study, it was chosen as 
the measure of attributional biases in preference to the Attributional Style Questionnaire 
(ASQ; Peterson, Semmel, Von Baeyer, Abramson, Metalsky & Seligman, 1982). The 
ASQ has generally been the measure used to investigate attributional biases (e.g., Robins 
& Hayes, 1995), and was used in Mansfield and Wade’s (2000) research. However, the 
reliability of the individual subscales has never been satisfactorily established (e.g., 
Reivich, 1995). Moreover, the ASQ is somewhat limited in the attributional dimensions it 
assesses (Kinderman & Bentall, 1996). It provides measures of intemality, stability and 
the perceived global nature of both positive and negative outcomes (Peterson et al., 1982). 
However, it does not distinguish between the possible loci for the external attribution of 
negative events (Kinderman & Bentall, 1996). This is despite the widespread recognition 
that external attributions can be either situational or personal; that is cause can be 
attributed to either circumstances or to the behaviour of others (Kinderman & Bentall,
1996). The importance of making this distinction is clear given the potential impact of 
external attributional style on emotional well-being (Kinderman & Bentall, 1996). Indeed, 
research has discerned that the propensity to make external-personal attributions leads to 
the belief that others negatively appraise the self (Kinderman & Bentall, 2000). 
Conversely, external-situational attributions are associated with the perception that others 
hold positive affirming views about the self (Kinderman & Bentall, 2000). This points to 
the potential value of investigating the exact nature of external attributions in clinical 
populations (Kinderman & Bentall, 1996). The IPSAQ was designed to facilitate this 
process (Kinderman & Bentall, 1996).
The IPSAQ requires respondents to give causal explanations for positive (16 
items) and negative (16 items) occurrences. In each instance the participant is then asked 
to decide whether the attribution is internal (to do with their own disposition), personal
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(to do with others’ responses) or situational (related to the course of events or fortuity) 
(Kinderman & Bentall, 1996). The total number of each type of attribution is then 
summed independently for positive and negative items, resulting in six subscales: internal 
attributions for positive events; personal attributions for positive events; situational 
attributions for positive events; internal attributions for negative events; personal 
attributions for negative events; situational attributions for negative events (Kinderman & 
Bentall, 1996). Two composite scores are then computed from these initial subscales: 
Externalizing Bias (EB) and Personalizing Bias (PB). The EB is the scale score for the 
internal attribution of positive events minus the scale score for the internal attribution of 
negative events. The lower the EB score, the greater the tendency to attribute negative 
occurrences to personal defects (Kinderman & Bentall, 1996). The PB is the subscale 
score for the personal attribution of negative events divided by the sum of the subscale 
scores for the personal attribution of negative events and the situational attribution of 
negative events. This means the PB provides a gauge of the type of external attributions 
made (Kinderman & Bentall, 1996).
Associations between the IPSAQ and the ASQ scales suggest that, at least for the 
intemality dimension, these measures are assessing consistent constructs (Kinderman & 
Bentall, 1996). The IPSAQ scales have further been shown to have considerably better 
reliability than the corresponding ASQ measures of intemality (Kinderman & Bentall,
1996). The IPSAQ has been found to discriminate individuals with low mood and those 
with paranoia in a non-clinical sample (Kinderman & Bentall, 1996).
2.4.6 The Eating Disorders Inventory -  2 (EDI-2; Gamer, 1991)
The EDI-2 is a 64-item self-report measure of symptoms related to bulimia and 
anorexia nervosa. The measure has been shown to have good psychometric properties 
(Gamer, 1991). Items assess both eating beliefs and ego-dysfunction characteristics 
(Valdiserri & Kihlstrom, 1995). However, only those subscales evaluating eating attitudes 
were used in the present study. These three subscales are:
1. Drive for thinness (7 items)
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A pronounced fear of weight escalation, coupled with a concern to maintain food
restraint
2. Bulimia (7 items)
A pre-occupation with binging and the actual undertaking of binging behaviours
3. Body dissatisfaction (9 items)
An intense displeasure with one’s own body shape
Respondents rate the items in each scale according to categories on a six-point 
Likert scale (1 -  always; 2 -  usually; 3 -  often; 4 -  sometimes; 5 -  rarely; 6 - never). As 
such, each item obtains an initial score between one and six. Non-reversed items are then 
recoded as follows: 3 -  always; 2 -  usually; 1 -  often; 0 -  sometimes; 0 -  rarely; 0 -  
never. Conversely, reversed items are coded in the opposite direction: 0 -  always; 0 -  
usually; 0 -  often; 1 -  sometimes; 2 -  rarely; 3 -  never. Each item ends up with a score 
between 0 and 3. Each composite subscale score is then the mean of the items that 
compose that scale. In each instance, larger scores point to more severe eating 
psychopathology.
2.5 Data analysis
2.5.1 Data screening
22.7% of clinical cases (n = 22) and 4% of control cases (n = 3) were excluded 
from the analyses because the IPSAQ had not been completed or contained multiple 
missing data points. The rationale for this was to avoid the introduction of additional 
random variance that is associated with the computation of missing scores (Hair, 
Anderson, Tatham & Black, 1998). However, in seven instances only one data point was 
missing, and the decision was made to include these cases in the analyses. This is 
because, for these observations, there was no specific pattern of missing data, other than a 
greater tendency for negative rather than positive items to be omitted. As such, an 
imputation method was used to compute the missing cases (Hair et al., 1998). The most 
frequent valid response made to the remaining 15 items describing the same type of 
situation (i.e. positive or negative) was substituted for the missing variable. This was
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completed on a case-by-case basis to minimise the generation of additional variance. 
Possible explanations for those cases where the IPSAQ was not completed or contained 
large quantities of missing data are explored in the discussion.
The YSQ-S-R, YCI, YRAI and EDI-2 contained only minimal quantities of 
missing data. These Weije cases were automatically excluded from the relevant analyses.
Only one of the control cases obtained a SCOFF score of two or more, and was 
excluded on the grounds of possible eating pathology. However, six control cases did 
report a history of treatment for mental health difficulties, and were therefore removed 
from the analyses.
2.5.2 Power analysis
The IPSAQ EB score was taken as the key dependent variable, and was used to 
calculate both the a priori and post hoc power analyses. This is because conceptually, the 
EB provides a gauge of the pervasiveness of the internal attribution of negative events. It 
assesses the construct most consistently supported by research into attributional biases in 
depression and the atypical eating disorders (e.g., Mansfield & Wade, 2000; Sweeney, 
Anderson & Bailey, 1986).
Previous data did not allow for the calculation of the precise effect size with this 
clinical group. However, existing data on other clinical groups (Kinderman & Bentall,
1997) suggested that a large effect size (c 0.5) was likely. Taking a somewhat more 
conservative effect size (0.4), power analysis (G*Power; Erdfelder, Faul & Buchner, 
1996) showed that a proposed total sample of 125 was sufficient to discriminate the 
individual groups (63 clinical cases [32 restrictive pathology; 32 bulimic pathology]; 63 
controls), with alpha = 0.05 and power = 0.95.
In the original research protocol, the sample size was divided into 5 groups of 25 
(25 -  anorexia nervosa restricting type; 25 -  anorexia nervosa binge-eating/purging type; 
25 -  bulimia nervosa [purging and non-purging types]; 25 -  EDNOS [including binge 
eating disorder and normal weight purging behaviour]; 25 - controls). However, the 
decision to group participants according to the NICE (2004) guidelines made this initial 
sample division redundant. Review of the proposed sample also led to the decision to
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match the number of controls (n = 63) with the number of clinical cases (n = 63), with an 
equal number of individuals with restrictive (n = 32) and bulimic pathologies (n = 32). 
The revised logic was this would maintain the power of the study when investigating 
possible associations between the eating disorders group as a whole and the control 
group, as well as when considering differences between the subtypes.
The obtained sample sizes marginally exceeded the estimated numbers required, 
even when the necessary exclusions had been made (control group = 65; clinical group = 
75; restrictive group = 34; bulimic group = 41). When the post hoc power analysis 
(G*Power; Erdfelder et al., 1996) was completed with the actual effect size (1.4215) for 
the EB scale a power of 1.0 was achieved.
2.5.3 Analyses
The data were analysed using SPSS for Windows (version 11.5). Descriptive 
statistics are reported in the Results section. Non-parametric statistics were used because 
the data for a number of the variables within each of the measures violated the parametric 
equal variances assumption (Green, Salkind & Akey, 2000). Mann-Whitney U tests were 
used to investigate potential differences between the eating disorders sample as whole 
(amalgamated group), and the control group. When the eating disorders group was 
divided into individuals with restrictive pathology and those with bulimic pathology, 
Kruskal Wallis tests were used to compare all three groups (restrictive; bulimic; controls). 
Spearman’s rank correlation coefficients were computed to identify associations between 
the amalgamated eating disorders group and the control group. When investigating 
associations, the eating disorders group was not divided on the basis of pathology. This is 
because the restrictive and bulimic groups were smaller than the control group, meaning 
the correlation co-efficients would not have been comparable. Where applicable, 
Bonferroni’s correction was applied to reduce the probability of Type 1 errors.
Regression analyses were used to explore aim 3. In the case of variables that were 
not normally distributed (EDI-2 Drive for Thinness; EDI-2 Bulimia), it was necessary to 
apply transformations to achieve a more normal distribution (EDI-2 Drive for Thinness -
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square root transformation). Appendix F
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Results
3.1 Aim 1
To determine the level of attributional biases in the eating disorders and links with eating 
pathology
3.1.1 Hypothesis 1.1
There will be a difference in the level o f attributional biases between the control and 
eating disorder groups.
Table 4 shows the mean IPSAQ scale scores for the control group and the 
amalgamated eating disorders group. Mann-Whitney U tests were conducted to determine 
whether there were any broad differences in the level of attributional biases between the 
two groups. The test results were significant in six instances. The eating disorders group 
made significantly less positive internal attributions, and significantly more negative 
internal attributions than the control group. The group with eating pathology also made 
less negative personal and situational attributions than the controls. This pattern means 
that a significant difference was found between the groups’ composite ‘externalizing bias’ 
scores. The controls had a positive mean externalizing bias score, showing a tendency to 
attribute negative events to external causes. Conversely, the individuals with eating 
pathology had a negative mean externalizing bias score, suggesting a propensity to 
attribute negative events to an internal cause (i.e., self-blame), rather than giving oneself 
personal credit for positive events. There were no differences between the groups in the 
positive personal attributions made. Finally, both groups has mean ‘personalizing bias’ 
scores greater than 0.5. This indicates a tendency to attribute negative events to personal 
rather than to situational causes, regardless of the presence or absence of eating 
pathology.
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Table 4: Levels of Attributions (IPSAQ Scales) among Eating Disorder (n = 75) and
Control Cases (n = 65)
IPSAQ Scale Controls Eating Disorders Mann-Whitney Effect size 
dMean (SD) Mean (SD) Z P
Positive
Internal
Attributions
9.18 (3.06) 7.03 (3.89) 3.468 < .001 * 0.62
Positive
Personal
Attributions
4.22 (2.40) 4.16 (2.94) 0.601 .548 0.02
Positive
Situational
Attributions
2.58 (2.34) 4.81 (3.57) 3.822 < .001 * 0.75
Negative
Internal
Attributions
4.85 (2.93) 10.16 (4.16) 6.980 < .001 * 1.50
Negative
Personal
Attributions
6.58 (3.40) 3.43 (2.96) 5.588 < .001 * 0.99
Negative
Situational
Attributions
4.57 (3.20) 2.33 (2.31) 4.366 < .001 * 0.81
Externalizing
Bias
(EB)
4.34 (3.71) -3.13 (6.80) 6.603 < .001 * 1.42
Personalizing
Bias
(PB)
0.60 (0.24) 0.62 (0.30) 0.787 .432 0.07
*p<.0064 (Bonferroni correction)
Table 5 provides the mean IPSAQ scale scores for the control group compared 
with the groups with restrictive pathology and bulimic pathology. Kruskal-Wallis tests 
were conducted to discern whether there were any differences between the three groups’ 
levels of attributional biases. The tests, which were corrected to control for Type 1 error, 
showed significant differences between the groups on the majority of the IPSAQ scales. 
The two exceptions were in the levels of positive personal attributions and the composite 
‘personalizing bias’ scores. However, the lack of differences between the groups on these 
scales is consistent with the findings illustrated in Table 4.
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Table 5: Level of Attributions (IPSAQ Scales) among the Different Eating Disorder
Subtypes and the Control Cases
IPSAQ Scale Controls (C) 
n = 65
Restrictive
Psychopathology
(R)
n = 28
Bulimic
Psychopathology
(B)
n = 40
Kruskal Wallis Mann- 
Whitney 
Comparisons 
(p <-05)
Mean (SD) Mean (SD) Mean (SD) x2 P
Positive
Internal
Attributions
9.18 (3.06) 6.18 (2.99) 8.03 (4.23) 18.927 < .001 * C = B > R
Positive
Personal
Attributions
4.22 (2.40) 4.61 (2.66) 4.15 (3.09) 0.521 .771
Positive
Situational
Attributions
2.58 (2.34) 5.21 (2.82) 3.83 (3.43) 22.982 < .001 * C = B <R
Negative
Internal
Attributions
4.85 (2.93) 10.57 (2.91) 8.85 (4.35) 54.178 < .001 * C <B  <R
Negative
Personal
Attributions
6.58 (3.40) 3.07 (1.96) 4.28 (3.33) 36.067 < .001 * C > B > R
Negative
Situational
Attributions
4.57 (3.20) 2.29 (1.80) 2.76 (2.59) 20.519 < .001 * C > B  = R
Externalizing
Bias
4.34 (3.71) -4.39 (4.67) -0.83 (7.20) 52.263 < .001 * C > B > R
Personalizing
Bias
0.60 (0.24) 0.59 (0.27) 0.64 (0.32) 0.928 .629
*p<.0064 (Bonferroni correction)
Where significant differences were found, post-hoc Mann Whitney U tests were 
conducted to evaluate pairwise differences among the three groups. The findings from 
these tests are again shown in Table 5. The results illustrate that the group with restrictive 
pathology made significantly less positive internal attributions and significantly more 
positive situational attributions than either the controls or the individuals with bulimic 
pathology. Conversely, in the level of negative situational attributions made, it was the 
control group that differed significantly from both of the groups with eating pathology - 
the controls showed a specific bias towards attributing negative events to situational 
causes. With regards to the levels of negative internal and personal attributions and the 
composite externalizing bias scores, clear differences emerged between all three groups.
267
Major Research Project
The restrictive group showed a more pronounced negative internal attributional style than 
the bulimic group, but in turn those with bulimic pathology made more negative internal 
attributions than the controls. This trend was then reversed in terms of negative personal 
attributions and the ‘externalizing bias’ scores (i.e., the controls obtained the highest 
scores on both of these measures, while the group with restrictive pathology obtained the 
lowest scores). The group with bulimic pathology obtained scores that fell between those 
of the other two groups. In other words, three distinct attributional styles emerged. 
Overall, the group with restrictive pathology showed an attributional style consistent with 
that hypothesized - a pervasive internal attribution of negative events and a propensity to 
attribute positive events to external circumstances. The group with bulimic pathology 
showed a similar negative internal attributional style to the restrictive group, but this was 
less pronounced, and they did not attribute positive events to situational causes. The 
controls showed the well-established, healthy ‘self-serving attributional bias’ (e.g., 
Musson & Alloy, 1988, p.204).
3.1.2 Hypothesis 1.2
There will be a dimensional association between the level o f attributional biases and the 
strength o f eating pathology.
Table 6 shows the correlations (Spearman’s rho) between IPSAQ scales and 
eating-related EDI scales for the control group. Table 7 provides the same information for 
the amalgamated eating disorders group. In both cases the alpha level was adjusted to 
reduce the risk of Type 1 errors. No associations were found between attributional style 
(as assessed using the IPSAQ) and the strength of eating pathology (as assessed using the 
EDI) for either group. Therefore, the null hypothesis is retained.
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Table 6: Association (Spearman’s rho) of Attributions (IPSAQ Scales) with Eating 
Psychopathology (EDI Scales) for the Controls (n = 65). Acceptable alpha = .0021
Attributions 
(IPSAQ Scales)
Eatinjg  Psychopathology (EDI Scales)
Drive for thinness Bulimia Body Dissatisfaction
Positive Internal 
Attributions
.151 .214 .204
Positive Personal 
Attributions
.026 -.179 -.087
Positive Situational 
Attributions
-.196 -.063 -.166
Negative Internal 
Attributions
.037 .104 .055
Negative Personal 
Attributions
.065 -.095 .009
Negative Situational 
Attributions
-.126 -.066 -.077
Externalizing Bias .078 .056 .071
Personalizing Bias .123 -.029 .040
Table 7: Association (Spearman’s rho) of Attributions (IPSAQ Scales) with Eating 
Psychopathology (EDI Scales) for the Eating Disorders (n = 75). 
Acceptable alpha = .0021
Attributions 
(IPSAQ Scales)
Eatinjg  Psychopathology (EDI Scales)
Drive for thinness Bulimia Body Dissatisfaction
Positive Internal 
Attributions
-.080 .041 -.183
Positive Personal 
Attributions
-.085 .152 -.140
Positive Situational 
Attributions
.141 -.123 .221
Negative Internal 
Attributions
-.087 -.111 .184
Negative Personal 
Attributions
-.012 .160 -.143
Negative Situational 
Attributions
.128 -.034 -.250
Externalizing Bias -.019 .081 -.204
Personalizing Bias -.127 .121 .192
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3.2 Aim 2
To determine the association of attributional biases with schema level representations
3.2.1 Hypothesis 2.1
There will be a difference between the control and eating disorder groups in the levels o f 
negative schema representations.
Table 8 shows the mean YSQ-S-R, YRAI and YCI scale scores for the control 
group and for the amalgamated eating disorders group. Mann-Whitney U tests were 
conducted to evaluate whether there were any differences between the groups in their 
levels of schema content and processes. The corrected comparisons indicate that the 
group with eating pathology had higher levels of negative core beliefs than the control 
group. These differences were significant for all of the YSQ-S-R scales. Furthermore, the 
eating disorders group demonstrated significantly higher levels of schema compensation 
and avoidance than the controls. The one exception was in the use of cognitive/emotional 
avoidance. In this instance, the controls appeared to make significantly greater use of this 
strategy than did the individuals with eating pathology. As hypothesized, these findings 
are broadly consistent with those of previous studies (e.g., Waller et al., 2001b; Luck et 
al., in press).
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Table 8: Levels of Core Belief Content and Processes (YSQ-S-R, YRAI, YCI Scales) 
among Eating Disorder (n = 75) and Control Cases (n = 65)
Measure Scale Controls Eating
Disorders
Mann-Whitney Effect 
size d
Mean (SD) Mean (SD) Z P
Emotional Deprivation 1.61 (0.69) 3.56 (1.46) 7.651 <.00 * 1.81
Abandonment 1.79 (0.71) 3.90 (1.35) 8.387 <.00 * 2.05
Mistrust/Abuse 1.83 (0.57) 3.64 (1.39) 7.782 <.00 * 1.85
YSQ
Social Isolation/Alienation 1.69 (0.64) 4.05 (1.27) 9.022 <.00 * 2.47
Defectiveness/Shame 1.39 (0.51) 3.96 (1.29) 9.495 <.00 * 2.86
Failure 2.00 (0.79) 3.79 (1.42) 7.268 <.00 * 1.62
Dependence/Incompetence 1.73 (0.80) 3.28 (1.16) 7.772 <.00 * 1.58
Vulnerability to Harm or Illness 1.64 (0.65) 2.85 (1.20) 6.222 <.00 * 1.31
Enmeshment/U ndeveloped Self 1.54 (0.62) 2.51 (1.30) 4.956 <.00 * 1.01
Subjugation 1.80 (0.60) 3.41 (1.27) 7.247 <.00 * 0.62
Self-Sacrifice 2.82 (0.71) 3.65 (1.08) 4.813 <.00 * 0.93
Emotional Inhibition 1.84 (0.61) 3.13 (1.15) 6.828 <.00 * 1.47
Unrelenting
Standards/Hypercriticalness
2.95 (0.93) 4.41 (1.06) 6.930 <.00 * 1.47
Entitlement/Grandiosity 2.15 (0.61) 2.63 (0.85) 3.501 <.00 * 0.66
Insufficient Self-Control/Self- 
Discipline
2.20 (0.79) 3.32 (1.23) 5.481 <.00 * 1.01
YCI
Social Control 2.57 (0.58) 3.14 (0.84) 4.043 <.00 * 0.80
Individuality 2.37 (0.69) 2.98 (0.75) 4.516 <.00 * 0.85
Personal Control 3.30 (1.15) 4.35 (1.22) 4.840 <.00 * 0.89
YRAI
Behavioural/Somatic 2.59 (0.70) 4.05 (0.80) 8.281 <.00 * 1.95
Cognitive/Emotional 3.47 (1.24) 2.72 (0.83) 4.543 <.00 * 0.72
*p <.0026 (Bonferroni correction)
Table 9 provides the mean YSQ-S-R, YCI and YRAI scale scores for the sub­
groups of individuals with eating pathology. The mean figures for the control group are 
again provided, for comparison purposes. Kruskal-Wallis tests were conducted to 
determine any differences between the three groups’ levels of negative schema 
representations. The tests, which were corrected to control for Type 1 error, show 
significant differences between the groups across all of the YSQ-S-R, YCI and YRAI
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scales. Therefore, post-hoc Mann Whitney U tests were conducted to evaluate pairwise 
differences among the three groups. The results of these tests are again provided in Table 
9. The findings indicate that the restrictive and bulimic groups did not generally differ in 
their levels of negative schema content, although both of these groups showed 
significantly higher levels of maladaptive core beliefs than the controls. The one 
exception was in the levels of unrelenting standards/hypercriticalness held by the groups. 
In this instance, the group with restrictive pathology had the highest level of unhealthy 
perfectionist beliefs. The bulimic group did show elevated levels of this pathology when 
compared with the controls, but this was still significantly less than that found in the 
restrictive group.
With regards to schema processes, the restrictive and bulimic groups were similar 
in their use of individuality as a means of schema compensation, showing elevated levels 
of this strategy when compared with the controls. The eating-disordered groups also made 
equal use of behavioural/somatic schema avoidance, with the controls again 
demonstrating significantly less use of this mechanism. However, clear differences 
emerged between all three groups in terms of schema compensation via social and 
personal control. The bulimic group made greater use of social control than the restrictive 
group, who in turn made significantly more use of this strategy than the controls. 
Conversely, the restrictive group indicated higher use of personal control than the bulimic 
group, although the bulimic group still used this strategy to a greater extent than the 
controls. The only instance where the controls showed elevated levels of schema 
processes was again in their use of cognitive/emotional schema avoidance. The 
individuals with restrictive and bulimic pathology did not differ in their use of this 
strategy.
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Table 9: Levels of Core Belief Content and Processes (YSQ, YRAI, YCI Scales) among 
the different Eating Disorder Subtypes and the Control Cases
Measure Scale Controls 
n = 61
Restrictive
Psychopathology
(R)
n = 27
Bulimic 
Psychopathology 
(B) 
n = 32
Kruskal Wallis Mann- 
Whitney 
Comparisons 
(p < .05)
Mean (SD) Mean (SD) Mean (SD) x2 P
Emotional Deprivation 1.56 (0.64) 3.64 (1.41) 3.55 (1.47) 59.531 <.001* C < R  = B
Abandonment 1.81 (0.71) 3.89 (1.31) 3.80 (1.42) 70.582 <.001* C <R  = B
Mistrust/Abuse 1.84 (0.58) 3.71 (1.48) 3.43 (1.26) 60.716 <001* C <R  = B
YSQ Social Isolation/Alienation 1.72 (0.65) 4.27 (1.31) 3.71 (1.31) 82.244
*©oV C < R  = B
Defectiveness/Shame 1.41 (0.52) 3.99 (1.29) 3.69 (1.24) 90.202 <001* C <R  = B
Failure 1.99 (0.77) 3.96 (1.51) 3.37 (1.41) 53.692 <001* C < R  = B
Dependence/Incompetence 1.66 (0.62) 3.42 (1.34) 2.85 (0.87) 60.694 <001* C < R  = B
Vulnerability to Harm or 
Illness
1.67 (0.66) 2.80 (1.22) 2.79 (1.26) 38.847 <001* C < R  = B
Enmeshment/Undeveloped
Self
1.57 (0.63) 2.62 (1.36) 2.31 (1.27) 24.969 <001* C < R  = B
Subjugation 1.82 (0.61) 3.54 (1.36) 3.28 (1.28) 52.980 <001* C < R  = B
Self-Sacrifice 2.79 (0.62) 3.58 (1.32) 3.69 (0.88) 23.178 <001* C < R  = B
Emotional Inhibition 1.84 (0.59) 3.30 (1.14) 3.09 (1.20) 47.277 <001* C < R  = B
Unrelenting
Standards/Hypercriticalness
2.91 (0.91) 4.75 (0.89) 4.21 (1.00) 53.262 <001* C < B < R
Entitlement/Grandiosity 2.17 (0.60) 2.54 (0.66) 2.62 (0.86) 12.695 .002* C < R  = B
Insufficient Self- 
Control/Self-Discipline
2.21 (0.76) 3.07 (0.98) 3.45 (1.29) 32.170 <001* C < R  = B
YCI
Social Control 2.60 (0.58) 2.89 (0.72) 3.31 (0.87) 20.927 <001* C < R < B
Individuality 2.34 (0.68) 2.97 (0.74) 2.92 (0.73) 21.056 <001* C < R  = B
Personal Control 3.34 (1.16) 4.96 (0.94) 3.99 (1.12) 35.535 <001* C < B < R
YRAI
Behavioural/Somatic 2.61 (0.71) 4.02 (0.81) 3.97 (0.83) 68.600 <001* C  < R  = B
Cognitive/Emotional 3.46 (1.28) 2.90 (0.86) 2.70 (0.76) 21.153 <001* C > R  = B
*p <.0026 (Bonferroni correction)
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3.2.2 Hypothesis 2.2
There will he a dimensional association between attrihutional biases and schema content.
Table 10 shows the correlations (Spearman’s rho) between the YSQ-S-R scales and the 
IPSAQ scales for the controls. Table 11 details the same information for the amalgamated 
eating disorders group.
Table 10: Association (Spearman’s rho) of Core Belief Content (YSQ Scales) with 
Attributional Biases (IPSAQ Scales) for the Controls (n = 65) Acceptable alpha = .0004
Core belief content & Attributions (IPSAQ Scales)
processes PositiveInternal
Attributions
Positive
Personal
Attributions
Positive
Situational
Attributions
Negative
Internal
Attributions
Negative
Personal
Attributions
Negative
Situational
Attributions
Externalizing
Bias
Personalizin
gBias
Emotional Deprivation -.005 -.089 .040 -.078 .035 -.039 .031 .043
Abandonment .093 -.089 -.016 -.061 .131 -.015 .131 .044
Mistrust/Abuse .099 -.153 -.032 -.077 .017 -.097 .072 .071
YSQ Social Isolation/Alienation -.198 .135 .053 .254 -.005 -.189 -.354 .149
Defectiveness/Shame -.183 .095 .083 .019 .091 -.104 -.126 .126
Failure .023 -.079 .040 .159 -.116 -.018 -.129 -.012
Dependence/Incompetence - . 0 1 1 -.024 .061 .077 -.109 .165 -.075 -.119
Vulnerability to Harm or 
Illness
-.038 .053 -.021 -.051 .089 -.035 -.008 .060
Enmeshment/Undeveloped
Self
.061 -.025 -.106 .042 .048 -.180 -.023 .125
Subjugation .121 -.157 -.074 .166 .004 -.142 -.065 .106
Self-Sacrifice .220 -.318 .088 .021 -.085 .109 .127 -.110
Emotional Inhibition -.025 -.008 .033 .098 .098 -.207 -.136 .162
Unrelenting
Standards/Hypercriticalness
.252 -.171 -.110 .068 -.088 -.021 .159 -.056
Entitlement/Grandiosity .016 -.139 .003 -.014 .140 -.051 -.010 .104
Insufficient Self- 
Control/Self-Discipline
.150 -.133 -.072 .200 .150 -.352 -.078 .300
No associations were found between schema content and attributional biases for 
the control group, once the alpha level had been adjusted to minimise the risk of Type 1 
errors. However, significant associations were still found for the eating disorders group. 
Specifically, the YSQ-S-R scales for defectiveness/shame, failure and 
dependence/incompetence were significantly associated with the propensity to make 
negative internal attributions. There was also an inverse association between these
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schemas and a negative personal attributional style. Moreover, for two of the schemas 
(defectiveness/shame; dependence/incompetence), this negative association also extended 
to the positive internal attributions made. This means that individuals with eating 
pathology who hold absolute beliefs that they are defective, have failed to achieve, or are 
incompetent, have a persistent negative attributional style. They consistently blame 
themselves for negative occurrences, and are highly unlikely to criticize the role played 
by others. They are also unlikely to give themselves merit for any positive events. This 
finding is reflected in the significant negative associations between these core beliefs and 
the externalizing bias scores. Furthermore, as there is a significant negative association 
between the social isolation/alienation schema and the externalizing bias, this suggests 
that a similar process might be operating for this core belief. In other words, the 
associations of social isolation with negative and positive internal attributions and with 
negative personal attributions did not reach significance, but this core belief was linked to 
an overall negative internal attributional style.
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Table 11: Association (Spearman’s rho) of Core Belief Content (YSQ Scales) with 
Attributional Biases (IPSAQ Scales) for the Eating Disorders (n = 75)
Core belief content & Attributions (IPSAQ Scales)
processes PositiveInternal
Attributions
Positive
Personal
Attributions
Positive
Situational
Attributions
Negative
Internal
Attributions
Negative
Personal
Attributions
Negative
Situational
Attributions
Externalizing
Bias
Personalizin
gBias
Emotional Deprivation -.139 .065 .081 .114 -.080 -.056 -.138 .004
Abandonment -.251 .080 .179 .178 -.212 .018 -.252 -.055
Mistrust/Abuse -.232 .012 .144 .125 -.123 -.050 -.209 .068
YSQ Social Isolation/Alienation -.263 -.015 .291 .340 -.351 -.196 -398* -.074
Defectiveness/Shame -374* .116 .252 393 -390* -.212 -.479 * -.036
Failure -.341 .054 .328 .417* -.483 * -.162 -.481 * -.176
Dependence/Incompetence -.375 * .102 .326 .429* -.512 * -.088 -.491 * -.221
Vulnerability to Harm or 
Illness
-.079 .005 .052 .123 -.177 .008 -.151 -.095
Enmeshment/Undeveloped
Self
-.177 .207 -.008 .249 -.146 -.274 -.276 .162
Subjugation -.231 .161 .078 .215 -.150 -.166 -.258 .076
Self-Sacrifice -.055 .025 -.031 -.176 .229 .063 .113 .049
Emotional Inhibition -.163 .230 -.060 .142 -.094 -.084 -.181 .065
Unrelenting
Standards/Hypercriticalness
-.042 .032 .043 .234 -.163 -.167 -.150 .092
Entitlement/Grandiosity .050 -.012 -.040 -.151 .078 .226 .105 -.068
Insufficient Self- 
Control/Self-Discipline
-.096 .083 .033 .079 -.105 -.033 -.130 .014
*p <.0004 (Bonferroni correction)
In summary, the hypothesis that unhealthy beliefs about the self would be 
associated with the internal attribution of negative events was found to apply to only a 
restricted number of schemas (social isolation/alienation; defectiveness/shame; failure; 
dependence/incompetence), and only in the eating disorders group. Where associations 
with attributional biases were identified, the schemas involved were those that are 
theorized to form the most fundamental level of beliefs. No associations were identified 
between attributional biases and any of the compensatory schemas (e.g., self-sacrifice).
3.2.3 Hypothesis 2.3
There will he a dimensional association between attributional biases and schema 
processes.
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Table 12 illustrates the correlations (Spearman’s rho) between the YCI/YRAI 
scales and the IPSAQ scales for the control group. Table 13 provides the same data for 
the amalgamated eating disorders group. These correlations revealed no associations 
between schema processes (as assessed using the YCI/YRAI) and attributional biases (as 
assessed using the IPSAQ) for either group. This means that there was no support for the 
hypothesis that unhealthy processing biases are associated with the internal attribution of 
negative events.
Table 12: Association (Spearman’s rho) of Schema Processes (YCI, YRAI Scales) with 
Attributional Biases (IPSAQ Scales) for the Controls (n = 65). Acceptable alpha = .0013
Core belief content & 
processes
Attributions (IPSAQ Scales)
Positive
Internal
Attributions
Positive
Personal
Attributions
Positive
Situational
Attributions
Negative
Internal
Attributions
Negative
Personal
Attributions
Negative
Situational
Attributions
Externalizing
Bias
Personalizin
gBias
YCI
Social Control .069 -.104 -.014 .072 .000 -.131 -.029 .083
Individuality -.027 -.030 .001 .067 -.274 .133 -.082 -.225
Personal Control .189 -.153 -.067 .157 -.284 .163 .052 -.252
YRAI Behavioural/Somatic -.036 .047 .026 .154 -.210 .013 -.210 -.108
Cognitive/Emotional .064 -.177 .074 - . 1 1 1 -.089 .159 .160 -.183
Table 13: Association (Spearman’s rho) of Schema Processes (YCl, YRAI Scales) with 
Attributional Biases (IPSAQ Scales) for the Eating Disorders (n = 75). 
Acceptable alpha = .0013
Core belief content & 
processes
Attributions (IPSAQ Scales)
Positive
Internal
Attributions
Positive
Personal
Attributions
Positive
Situational
Attributions
Negative
Internal
Attributions
Negative
Personal
Attributions
Negative
Situational
Attributions
Externalizing
Bias
Personalizin
gBias
YCI
Social Control .159 -.053 -.065 -.029 .063 .011 .126 .137
Individuality -.148 .280 .046 .103 -.021 -.166 -.168 .161
Personal Control -.042 .059 .025 .274 -.218 -.188 -.171 .024
YRAI Behavioural/Somatic -.172 .155 .080 .202 -.146 -.127 -.223 -.010
Cognitive/Emotional -.003 .178 -.059 -.074 .177 -.076 .080 .195
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3.3 Aim 3
To test a model where attributional style mediates the relationship between schema 
content and processes and eating pathology.
These analyses were conducted only on the amalgamated eating disorders group. 
The logic for this was that the findings for hypotheses 2.2 and 2.3 identified no 
association between schema content/processes and attributional biases for the control 
group. Indeed, it appeared that any mediating role for attributional biases was restricted to 
the group with eating pathology. However, the results for hypotheses 2.2 and 2.3 
suggested that even in this instance only certain types of schema content (social 
isolation/alienation; defectiveness/shame; failure; dependence/incompetence) were likely 
to be associated with eating pathology. This means only these core beliefs were included 
^  in the regression analyses. The externalizing bias was the measure of attributional style 
included, as this indicates the degree to which positive/negative events are 
internally/externally attributed; that is, this score provides an overall measure of the 
attributional bias that appears to operate in eating pathology.
In order to determine whether attributional style mediates the relationship between 
schema content (social isolation/alienation; defectiveness/shame; failure; 
dependence/incompetence) and eating pathology, it was first necessary to establish 
whether there was any association to be mediated. Therefore, in accordance with Baron 
and Kenny’s (1986) model, a simple linear regression was conducted to determine 
whether the specified schemas accounted for a significant amount of variance in the EDI- 
2 measures of eating pathology (drive for thinness -  transformed variable; bulimia -  
transformed variable; body dissatisfaction). Only one association was identified - 
defectiveness/shame accounted for 10.7% of the variance in body dissatisfaction (F = 
9.189; p = .003).
The second step was to establish whether there was any association between the 
independent variable (defectiveness/shame) and the proposed mediator (externalizing 
bias). As was anticipated, the results of this regression analysis were consistent with the 
findings of hypothesis 2.2; that is, there was a significant association between 
defectiveness/shame and the externalizing bias. Defectiveness/shame accounted for
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18.6% of the variance in the externalizing bias (F = 16.776; p = .001). Moreover, as this 
relationship was significant, the next step (step 3) was to establish whether there was the 
precondition of an association between the hypothesized mediator (externalizing bias) and 
the dependent variable (body dissatisfaction). The results of this simple linear regression 
were not significant at the .05 level. The externalizing bias accounted for only 2.6% of the 
variance in body dissatisfaction (F = 2.945; p = .09). As there was no relationship 
between externalizing bias and body dissatisfaction, attributional style cannot act as 
mediator in the relationship between defectiveness/shame and eating pathology. For this 
reason the regression analyses were discontinued at this point.
It could argued, that converting step 3 into a one-tailed test would have shifted 
this finding into significance (p = .045). However, as aim 3 was investigated only on an 
exploratory basis, the preference was to maintain a conservative approach, and it was 
more prudent to make Type II rather than Type I errors.
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Discussion
4.1 Overview
This study aimed to determine whether there is any association between 
attributional style and eating psychopathology. The clinical and control samples were 
well matched according to age, and there was no significant difference in overall body 
mass index. The clinical group had a lower mean body mass index, but this was 
anticipated given the proportion of individuals with anorexia nervosa. The estimated 
number of required participants was marginally exceeded, and a power level of 1.0 was 
obtained for the key dependent variable - the externalizing bias. Post hoc power analyses 
conducted on the other main variables also showed generally good levels of power (e.g., 
negative internal attributions -  power = 1.0; positive internal attributions -  power = 0.98). 
This suggests that the findings are robust. The only area where the reliability of the results 
is questionable is in the analyses conducted for aim three. However, these particular 
analyses were viewed as exploratory. The reader is asked to consider the results for aim 
three only in terms of their guidance for further research.
The psychometric measures chosen to investigate the research hypotheses were 
adequate for the purpose. The possible exception is the IPSAQ. Although this 
questionnaire remains the most valid measure of attributional biases available 
(Kinderman & Bentall, 1996), the clinical participants, in particular, often opted not to 
complete this measure in full. This response bias may be due to the complexity of the 
measure. A number of respondents did comment that they failed to understand what was 
required of them. Additionally, the severity of the individuals’ eating psychopathology 
and/or the level of unhealthy schema level representations might have contributed to this 
bias. An alternative conjecture is that the social orientation of the questionnaire deterred 
some individuals from completing this measure. Indeed, all of the items require the 
respondent to imagine a situation involving a friend/neighbour (e.g., ‘A friend spent some 
time talking to you’; Kinderman & Bentall, 1996). As such, it is possible that participants 
who perceived themselves as having an inadequate social network decided against 
completing this questionnaire. They possibly felt unable to imagine relevant scenarios or
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decided that the process was too aversive. However, this is speculation, as data were not 
collected regarding social networks or the experience of social anxiety.
4.2 Relation of results to aims and hypotheses
4.2.1 Aim 1
To determine the level of attributional biases in the eating disorders and links with eating 
pathology
Hypothesis 1.1
There will he a difference in the level o f attributional biases between the control and 
eating disorder groups
The results are consistent with hypothesis 1.1, demonstrating differences in the 
level of attributional biases between the controls and the groups with eating pathology. 
The control group differed from the clinical sample by showing the self-serving 
attributional bias (e.g., Musson & Alloy, 1988). Clear differences also emerged between 
the groups with restrictive and bulimic pathology. The results for the group with 
restrictive pathology were as predicted. This group made both negative internal 
attributions and positive situational attributions. Conversely, the group with bulimic 
pathology demonstrated only the negative internal attributional bias. This means the 
individuals with bulimic pathology can be perceived as healthier than the restrictors, in 
their maintenance of the internal attribution of positive events.
Hypothesis 1.2
There will be a dimensional association between the level o f attributional biases and the 
strength o f eating pathology.
The findings for hypothesis 1.2 were not significant. No dimensional association 
was found between the level of attributional biases and the strength of eating pathology. 
Consequently, the predictions made regarding the nature of any such association were not
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upheld. The internal attribution of negative events and the external attribution of positive 
events was not associated with the strength of eating attitudes.
4.2.2 Aim 2
To determine the association of attributional biases with schema level representations 
Hypothesis 2.1
There will be a difference between the controls and eating disorder groups in the levels o f 
negative schema representations
The results for hypothesis 2.1 suggest that the null hypothesis can be rejected. 
Differences do exist between the controls and the eating disorder groups in the levels of 
negative schema representations. The groups with eating pathology had consistently 
higher levels of maladaptive schema content/processes than the controls. The one 
departure from this trend was in the use of cognitive/emotional avoidance. In this 
instance, the control group made greater use of this strategy than the groups with eating 
pathology. With regards to the comparisons made between the restrictive and the bulimic 
groups, a number of significant differences emerged. The restrictive group had higher 
levels of the unrelenting standards schema, and made greater use of personal control as a 
means of compensation than did the bulimic group. Conversely, the bulimic group 
demonstrated the highest level of schema compensation via social control.
Hypothesis 2.2.
There will be a dimensional association between attributional biases and schema content.
The findings for hypothesis 2.2 enable only the partial rejection of the null 
hypothesis. No associations were identified between attributional style and schema 
content for the control group. Equally, there was no relationship between attributional 
biases and the compensatory schemas for the amalgamated eating disorders group.
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However, a restricted number of specific dimensional associations were identified for this 
latter sample. These correlations were between four of the fundamental core beliefs 
(social isolation/alienation; failure; dependence/incompetence; defectiveness/shame) and 
a pervasive negative attributional bias. As such, these associations were as predicted. 
They reflect a propensity for individuals with eating pathology holding these beliefs to 
attribute negative events internally, and to externally attribute positive experiences. They 
also indicate that these individuals rarely blame others for bad outcomes.
Hypothesis 2.3
There will be a dimensional association between attributional biases and schema 
processes
The results for hypothesis 2.3 were not significant. No association was found for 
either the clinical or the control group between level of schema processes and 
attributional biases. This means the results fail to support the alternative hypothesis. They 
suggest that schema compensation and avoidance are not related to the level of 
maladaptive attributional biases in either eating disordered or non-clinical populations.
4.2.3 Aim 3
To test a model where attributional style acts as a mediator in the relationship between 
schema content/processes and eating pathology
Conservative interpretation of the results of the regression analyses suggests that 
there is no association between attributional bias and eating pathology. In turn, this means 
that attributional style cannot have a mediating role in the relationship between schema 
content/processes and eating pathology. However, had the linear regression investigating 
the relationship between attributional biases (externalizing bias score) and eating 
pathology (body dissatisfaction) been converted into a one-tailed test then this result 
would have been significant. This suggests that there might be potential merit in re­
investigating this aim with a larger sample size and normally distributed data. In
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particular, there might be utility in exploring whether the attributional style represented 
by the externalizing bias score has a specific mediating role between defectiveness/shame 
schemas and perceived body dissatisfaction. It is anticipated that if there is such an effect 
then it is likely to be weak. However, if beliefs regarding defectiveness/shame do cause 
extreme negative internal attributions that in turn generate intense body dissatisfaction, 
this has clear clinical implications for a subset of the eating-disordered population.
4.3 Relevance of the results to the existing empirical literature
4.3.1 Contributions to the research into attributional biases
The results of this study generally substantiate the findings of existing research 
into attributional biases. The results for the control group replicate the external negative 
attributional bias typically found within non-clinical populations (e.g., Robins & Hayes, 
1995), supporting the validity of using this group for comparison purposes in this study. 
The control group also made more external personal attributions than external situational 
attributions, as shown by Kinderman and Bentall (1996) in a non-clinical student sample. 
It is proposed this bias could potentially serve a protective function, aiding maintenance 
\  of a perception of the world as a relatively safe and predictable place.
The current investigation partially corroborates Mansfield and Wade’s (2000) 
finding that individuals with atypical eating disorders internally attribute negative events 
and externally attribute positive occurrences. The present study suggests that this pattern 
is evident in individuals whose pathology is primarily restrictive, but that individuals with 
bulimic features only have the internal attribution of negative events. The bulimic group 
retains the adaptive internal attribution of positive events that is found in non-clinical 
populations (e.g., Musson & Alloy, 1988). Mansfield and Wade (2000) did not 
investigate the dimensional association between attributional biases and eating pathology. 
However, the current study suggests that attributional style is independent of the severity 
of eating pathology. When this finding is considered alongside the pathology specific 
differences in attributional style, a clearer understanding of the role of attributional biases
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in the eating disorders emerges. The type of eating pathology, rather than its severity, 
determines both the nature and the strength of the attributional biases.
4.3.2 Contributions to the research into schema-level representations
The findings from this research broadly substantiate previous investigations into 
schema-level representations in the eating disorders. For instance, they replicate the 
finding that persons with eating pathology have high levels of unhealthy schema 
representations (e.g., Cooper and Turner, 2000). They also add weight to the established 
finding that individuals with eating pathology make considerable use of 
behavioural/somatic avoidance, but are unlikely to use cognitive/emotional forms of 
avoidance (e.g., Luck et al., in press). This study also corroborates the suggestion that 
individuals with restrictive and bulimic pathology do not differ in terms of their schema 
content (e.g., Leung et al., 1999), except in their unrelenting standards schemas (which 
are higher in restrictive individuals than in those with bulimic pathology). Possible 
explanations for this finding are considered in section 4.4.
The current results deviate from those of previous studies in the finding regarding 
the potential use of schema compensation processes. The group with restrictive pathology 
did engage in individuality, personal and social control compensation processes, as was 
anticipated (e.g., Luck et al., in press). However, the group with bulimic pathology was 
also found to make use of all three compensation processes. In particular, the bulimic 
group actually made greater use of social control as a means of compensation than the 
restrictive group. This finding is at odds with earlier research, which suggested the 
primary avoidance of affect is found only in individuals with restrictive pathology (e.g., 
Luck et al., in press).
The relationship between attributional biases and schema-level representations has 
not previously been investigated. It was the most fundamental core beliefs (social 
isolation/alienation; defectiveness/shame; failure; dependence/incompetence), rather than 
the compensatory ones that were associated with attributional distortions. This is the same 
level of cognition (defectiveness/shame; abandonment; mistrust/abuse) that has been 
identified as precipitating depression and/or dissociation in individuals with eating
285
Major Research Project
disorders, with a history of childhood sexual abuse (Waller, Meyer, Ohanian, Elliott, 
Dickson & Sellings, 2001a). This is noteworthy, given the identified overlap between the 
internal attributional style found in depression, and that associated with the eating 
disorders (Mansfield & Wade, 2000). Indeed, these shared features, together with the 
frequently co-morbid presentation of eating pathology and depression (Fomari, Kaplan, 
Sandberg, Matthews, Skolnick & Katz, 1992), implies there could be a common 
developmental pathway. However, individuals with eating pathology also show the 
external attribution of positive events (current study; Mansfield & Wade, 2000), and the 
nature of the internal negative attributions made is different from the attributions made in 
depression (Mansfield & Wade, 2000). When viewed together, these findings suggest a 
critical point of divergence that determines the primary diagnosis.
4.4 Contribution to the theories of eating psychopathology
The current study informs theoretical understanding of the eating disorders in a 
number of ways. In particular, it points to the partial validity of Waller’s (under 
consideration) schema-focused model of restrictive and bulimic pathology. Support for 
this model comes from the clear differences in attributional style between the two clinical 
groups. These dissimilarities suggest that differences in underlying pathology exist 
between individuals with restrictive and bulimic features. However, it also allows for the 
co-occurrence of restrictive and bulimic features that is found in the majority of cases 
(Waller et al., in press).
Additional support for Waller’s schema-focused model of restrictive and bulimic 
pathology comes from the associations identified between specific core beliefs (social 
isolation/alienation; defectiveness/shame; failure; dependence/incompetence) and the 
attributional biases found in eating pathology. This result points to the potential role of 
early experiences and core beliefs in the eating disorders. In particular, it suggests that it 
is generally the deepest level of these schema representations, rather than the 
compensatory ones (e.g., unrelenting standards) that are related to eating pathology. The 
current investigation does not allow for the inference of causality, but it is likely that core 
beliefs do at least have some maintenance role.
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The current study does not, however, provide unequivocal support for Waller’s 
model. A number of the findings do pose conceptual difficulties. For instance, individuals 
with restrictive and bulimic pathology differed in their levels of unrelenting standards, 
suggesting that this particular compensatory core belief might have a contributory role in 
determining eating pathology type. When this premise is considered together with the 
findings related to schema processes, this suggests that a shift in model conceptualisation 
is required.
Waller’s model predicts that persons with both types of eating pathology engage 
in somatic/behavioural forms of avoidance, and that only low levels of 
cognitive/emotional avoidance will be evident in this clinical population. These ideas are 
consistent with the current results. They also support the suggestion (Luck et al., in press) 
that cognitive/emotional avoidance could actually be an adaptive coping strategy. 
However, where Waller’s model is at odds with the current findings is in its suggestion 
that only individuals with restrictive pathology make significant use of the primary 
avoidance of affect. These results suggest that individuals with both types of eating 
pathology engage in schema compensation. It is then just the form of compensation used 
that is related to the nature of the eating pathology. Indeed, individuals with a primarily 
restrictive presentation appear to use all of the hypothesized schema compensation 
processes, but specifically to engage in high levels of personal control as a means of 
compensation. Conversely, bulimic individuals make particular use of compensation 
through social control, while again making some use of all of the compensation 
processes.
Overall, Waller’s model specification could be further improved by incorporating 
the current findings. Such changes would actually also increase the overlap between this 
model and the existing second-generation cognitive behavioural models. For instance, the 
acknowledgement that restrictive individuals engage in higher levels of personal control 
than bulimic individuals increases the fit between this model and the control theory of 
anorexia nervosa proposed by Fairbum et al., (1999). Equally, the proposed revisions to 
the schema-focused model serve to reinforce its consistencies with the transdiagnostic 
model (Fairbum et al., 2003). Specifically, the proposed widespread use of schema
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processes in both types of eating pathology adds weight to the transdiagnostic notion of 
mood intolerance. Moreover, were the associations between attributional distortions and 
core beliefs to be incorporated into the schema model, this would enhance the 
transdiagnostic maintenance role played by interpersonal difficulties. Indeed, this study 
suggests that social-isolation/alienation is one of the core beliefs related to eating 
pathology’s specific attributional biases. Generally, that the more recent cognitive 
behavioural models complement one another suggests they do at least have face validity. 
It also points to the potential merit in further investigating whether construct validity can 
be established.
Finally, significant cognitive differences (attributional biases) were identified 
using a dichotomous division of eating pathology based on the NICE guidelines (2004) 
(restrictive versus bulimic). This indicates there may be potential value in abandoning 
differential diagnosis. The problems associated with differential diagnosis in the eating 
disorders population are outlined in the introduction. However, the main drawback to this 
approach is its apparent lack of diagnostic validity below the symptom level (Devlin et 
al., 2003). This study, combined with previous schema-focused research (e.g., Luck et al., 
in press), suggests that the more inclusive restrictive/bulimic groupings do lead to 
fundamental distinctions at the cognitive level. As such, it is proposed these groupings 
will not only have greater clinical utility, but that they will also facilitate model 
development because they are not subject to the conceptual constraints imposed on the 
first generation cognitive behavioural models.
4.5 Directions for future research
Future research might address the limitations inherent in the current study. The 
findings would be made more robust by replication with large numbers, and through use 
of longitudinal investigations to determine the causal directions of links.
The sampling procedure might also be improved to enhance replicability. The 
‘snowball’ approach to the second phase of the control data collection meant that there 
were different patterns of response biases across the groups (Breakwell et al., 1995, 
p. 111). Similarly, the clinical sample was restricted to the section of the eating disorders
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population presenting for treatment at a highly specialist service, meaning that the 
findings have limited generalisability (Barker et al., 1994). A random sampling procedure 
would have overcome the majority of these difficulties, and the collection of additional 
demographic data (e.g., socio-economic status; education) would have facilitated 
comparisons between the eating pathology and control groups (Breakwell et al., 1995). It 
would also have been useful to control for the levels of other types of pathology that 
could have influenced the findings, using a multivariate analysis of covariance 
(MANCOVA) (e.g., Tabachnick & Fidell, 1996). Indeed, the initial intention had been to 
control for the effects of depression in the eating disorders group, using the clinical 
assessment data. However, this ultimately proved infeasible as the data violated the 
parametric variances assumption. Also, to have reliably estimated the effects of co- 
morbid depression it would have been necessary to have administered a formal measure 
of depression to both the clinical and the control groups. For the same reason it might 
have been useful to have some index of personal perception of social functioning. This 
would then have enabled the evaluation of the hypothesis that some individuals’ beliefs 
regarding friendship deter them from completing the IPSAQ.
Finally, the findings from this study could be extended in a number of ways. 
Qualitative analyses of the IPSAQ responses might have yielded richer information 
regarding the nature of the attributional biases made, such as differences in the degree of 
‘stability’ or ‘specificity’ of attributions (e.g., Abramson, Metalsky & Alloy, 1989). 
Alternatively, a new measure could be developed incorporating internal, personal and 
situational attributions (IPSAQ; Kinderman & Bentall, 1996), together with indices of 
stability and specificity (ASQ; Peterson et al., 1982). Day and Maltby (2000) have 
developed such a questionnaire, but its validity is yet to be established with clinical 
populations. Day and Maltby (2000) acknowledge that their questionnaire retains a 
number of the problems inherent in the interpretation of the original ASQ. Another 
approach to investigating the role of attributional biases in the eating disorders would be 
to make a priori specifications regarding associations of particular interest. This would 
then mean that only a limited number of associations would be tested, so it would be 
unnecessary to make such stringent corrections for Type I errors. The likelihood of
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making Type II errors would subsequently be reduced, and there would be less chance of 
falsely presuming there is no association when one really exists (e.g., Tabachnick & 
Fidell, 1996).
4.6 Clinical implications
A range of implications for clinical practice can be derived from this research. 
Pathology-specific differences exist in schema content (unrelenting standards schema) 
and in the use of schema processes between the eating disorder types. This indicates that 
these cognitions probably have at least a maintenance role in eating pathology. In 
conjunction with existing research (e.g., Mountford et al., in press), these findings support 
the use of schema-focused work with persons with eating pathology who have so far 
proven resistant to traditional cognitive behavioural techniques (Waller & Kennerley, 
2003). The findings also suggest that schema-focused techniques could be used to reduce 
the likelihood of relapse, as the modification of maladaptive core beliefs could improve 
psychological resilience even for individuals who initially have a good treatment response 
(Waller et al., in press).
This research also suggests that the division of individuals with eating pathology 
into restrictive and bulimic groupings has clinical utility. Adopting this approach, instead 
of a diagnostic one, will allow the clinician to avoid becoming unduly bogged down in a 
focus on syndromes and labeling (Waller, 1993). Cognitive differences between 
restrictive and bulimic pathology facilitate the tailoring of therapy to meet individual 
needs. For instance, the understanding that there are likely to be differences in attributions 
and schema processes could be used to guide the development of behavioural 
experiments. Waller (under consideration) emphasises the importance of empowering the 
individual to make behavioural changes in order to evaluate their beliefs (Waller et al., in 
press). Similarly, confirmation that individuals with restrictive pathology are likely to 
hold particularly entrenched perfectionist beliefs, informs the clinician that addressing 
such cognitions is likely to be an important treatment focus.
The finding that a number of the deeply held core beliefs are associated with 
attributional biases has clear treatment implications. It suggests that the use of
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reattribution within a schema-focused approach (Waller et al., in press) might have 
particular utility in the treatment of the subset of individuals holding these beliefs. The 
rationale for this would be further strengthened if future research indicates that 
attributional biases do mediate the relationship between schema content and eating 
pathology. However, in the meantime, there is clear value in using Socratic questioning 
(e.g., Beck, 1995) and guided discovery (e.g., Padesky & Greenberger, 1995) to assist 
individuals in appropriately re-apportioning causality (e.g., Dattilio, 2000; Mansfield & 
Wade, 2000). This study also suggests that in the treatment of individuals with bulimic 
pathology, the need to re-evaluate self-blame is likely to be specific to negative events. 
Conversely, when working with individuals with restrictive pathology, reattribution 
techniques may need to address misattribution of both positive and negative events.
In addition to directly addressing attributional distortions, the therapist needs to be 
aware of the potential impact of these biases on the therapeutic process. Attributional 
biases are likely to influence the person’s perception of therapy, with individuals with 
both types of eating pathology being more likely to internally attribute any obstacles they 
encounter in treatment, and restrictive individuals having difficulty in crediting 
themselves for any progress made. This points to the need for an increased emphasis on 
‘collaborative empiricism’ (e.g., McGinn & Young, 1996, p. 183; Kirk, 1989) and client 
empowerment (e.g., Padesky & Greenberger, 1995) with restrictive pathology. There 
might be value in addressing attributional biases in this subset of individuals early in the 
intervention process, given that such biases are associated with core beliefs known to 
impact on self-esteem (e.g., Young, 1999). Modifying such distortions should lead to the 
development of a more positive sense of self. This research suggests that attributional 
shifts might be used as an index of recovery from eating pathology, and as an index of 
likely resilience or relapse.
4.7 Summary
This research has established that the attributional distortions identified by 
Mansfield and Wade (2000) are specific to individuals with restrictive eating pathology, 
while those with bulimic pathology are likely to have attributional biases consistent with
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the internal bias found in depression (e.g., Brewin, 1985). As well as being pathology 
specific, attributional biases are associated with schema content, giving a clear rationale 
for the use of reattribution within treatment. When this finding is coupled with the 
identified pathology-specific differences in schema content (unrelenting standards 
schema) and processes, one can conclude that there is clear merit in further developing 
schema-focused cognitive behavioural therapy for the eating disorders (Waller et al., in 
press). While the effectiveness of schema-focused work with this client group is still to be 
established (Waller et al., in press), this research adds to the clear validity of moving 
away from diagnosis-led maintenance-based approaches to treatment (Cooper, 1997; 
Waller, 1993).
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1 Project Title Attributional bias and eating psychopathology: The role of 
__________________ cognitive content and processes_______________________
2 Background to the research: Include current state of knowledge. Please 
keep this section succinct (maximum half a page)
How one attributes responsibility for positive and negative events (e.g. to 
one’s own actions, to the actions of others’, to chance) is critical to mood and 
self-esteem. W e have consistent patterns of making such attributions. It is the 
norm for people to have what is called a ‘self-serving attributional bias’ -  in 
other words, we attribute successes to personal factors, whilst blaming 
external events for negative events (Musson & Alloy, 1988). This bias has a 
protective function, aiding the maintenance of self-esteem (Kinderman & 
Bentall, 2000; Ross & Nisbett, 1991). In contrast, a negative pattern of 
attributions (e.g. ‘I am to blame for bad events: good things in my life happen 
by chance’) is common in a range of psychopathologies (e.g. depression -  
Kinderman & Bentall, 1996; psychosis -  Kinderman & Bentall, 2000). These 
attributional biases mean that the individual preserves their distorted self- 
image (maintenance of negative self-concept). To date, there is no evidence 
regarding attributional processes in the eating disorders. However, it has been 
suggested that negative attributional biases will be critical clinical targets (e.g. 
Dattilio, 2000; Segal & Shaw, 1996) if one wishes to assist the individual in 
changing their negative emotional state and hence their eating behaviours 
(Waller & Kennerley, in press). Therefore, the first aim of this study will be to 
determine the link between attributional biases and eating pathology.
In order to understand how attributional biases might function within the eating 
disorders, it is important to consider how they might influence cognitive 
characteristics that appear to be specific to the eating disorders. Recent 
research evidence (e.g. Cooper, 1997; Luck et al., under consideration) has 
suggested that unhealthy core beliefs about oneself and cognitive processes 
are critical variables. Therefore this study will investigate the relationship 
between attributional biases and the cognitive content & processes involved in 
reducing negative emotional states._______________________________________
3 Aims/Objectives of the project
1. To determine the level of attributional biases in the eating disorders, and 
links with dimensional measures of eating pathology. Comparison of 
difference will be made across different types of eating pathology & with a 
non-clinical, primarily student, sample. It is hypothesised that negative events 
will be attributed internally in individuals with stronger eating pathology.
2. To determine the association of cognitive content and processes with 
attributional biases. It is hypothesised that unhealthy beliefs about the self and 
processing biases (e.g. avoiding experiencing emotion) will be associated with 
internal attribution of negative events._____________________________________
307
Protocol
Major Research Project
3. To test a model where attributional style mediates the relationship between 
cognitive content/processes and eating pathology.
4 Principal Research Question (or hypothesis addressed by the research)
To determine how, in eating psychopathology, core belief content and 
processes relate to the individual’s way of understanding why positive and 
negative events occur (attributional bias).
5 Methodological Description (description of the methods to be used) ’’How 
will I answer the question?”
Include: (a) Subjects to be involved /  sample size (b) Data to be collected (c) 
Time scale for research
Do not include any information that might be confidential to the sponsor or 
relates to a patient application
NB. If the project includes “nested” studies please ensure that the 
methodology for each of these is clearly explained.
a) Sample
Females assessed at the specialist eating disorders service ( 
), and meeting the DSM-IV diagnostic criteria for an eating disorder (anorexia 
nervosa restrictive subtype; anorexia nervosa binge/purge subtype; bulimia 
nervosa; EDNOS). All will be diagnosed by experienced clinicians. The likely 
number of participants over the period of the study is 140 (The required 
number is 25 per subtype; total n = 100).
The comparison group will consist of 25 females, matched to the clinical 
group for age. All will be screened to exclude individuals with any past or 
present eating disorder. The comparison group will primarily be a student 
sample.
b) Data to be collected
_ The data to be collected takes the form of psychometric measures 
completed as a routine part of the assessment procedure at the eating 
disorders service. Individuals will be asked if they wish to take part in the 
research prior to their assessment. Individuals previously assessed at the 
service will similarly be approached for consent to include the results of their 
psychometric measures in the study.
c) Time scale for the research 
0 3 /0 3 -0 8 /0 4
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6 Outcome Measure Description (Endpoints or factors used to evaluate health 
status, such as survival discharge status or quality of life, Could also be a 
symptom)
End point: Collection of 125 sets of questionnaires (100 subjects; 25 controls) 
Measures
The five questionnaires to be used are all part of the standard clinical pack, 
completed by all patients who enter the eating disorders service in order to 
plan cognitive behavioural therapy and interventions.
1. Younq-Rvoh Avoidance Inventory (YRAI: Young & Ryqh. 1994)
This is a 40-item self-report measure of schema avoidance (avoidance of 
emotion once it has been experienced).
2. Young Compensation Inventory (YCl: Young. 1994)
This is a 48-item self-report measure of schema compensation (avoidance 
of emotion before it is experienced).
3. Young Schema Questionnaire-Short version-Revised (Young. 1998)
This is a 114-item questionnaire, which assesses 15 negative core beliefs 
about the self and the world.
4. Eating Disorders Inventory- 2  (EDI: Garner. 1991)
This is a 64-item self-report measure of symptoms related to bulimia and 
anorexia nervosa. Items assess both eating attitudes and ego-dysfunction 
characteristics (Valdiserri & Kihlstrom, 1995).
5. Internal. Personal & Situational Attributions Questionnaire (IPSAQ: 
Kinderman & Bentall. 1996)
This is a 32-item questionnaire in which respondents are asked to give 
causal explanations for the 16 positive and 16 negative social situations 
described. The respondent is then asked to decide in each case whether the 
cause is situational, internal or personal.___________________________________
7 Anticipated data analysis “How will I know if I have answered the question?” 
NB. You need to include a power calculation or explain why one is not needed
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Data analysis
1. MANOVAto compare groups, and multiple regression analysis (1st 
objective)
2. Multiple regression analysis (2nd objective)
3. Mediational regression analysis (Baron & Kenny, 1986) (3rd objective)
Power analysis
The IPSAQ is taken as the key dependent variable. Previous data do not allow 
for the calculation of the precise effect size with this clinical group. However, 
previous data on other clinical groups suggests that a large effect size (c 0.5) 
is likely. Taking a somewhat more conservative effect size (0.4), power 
analysis (G *P ow er- Erdfelder, Faul & Buchner, 1996) shows that a proposed 
sample (total N = 125) is sufficient to discriminate the individual groups 
(N=25), with alpha = 0.05 and power = 0.95________________________________
8 Classification of study
Please classify your research as suggested below 
Quantitative Techniques: Cross-sectional design
9 References (Maximum 6)
1. Cooper, M. (1997). Cognitive theory in anorexia nervosa and bulimia 
nervosa: a review. Behavioural and Cognitive Psychotherapy, 25,113-145.
2. Dattilio, F.M. (2000). Cognitive-behavioural strategies. In J. Carlson & L. 
Sperry (Eds.). Brief Therapy for Individuals & Couples. Phoenix, AZ, US: Zeig, 
Tucker & Theisen Inc.
3. Kinderman, P. & Bentall, R.P. (1996). A measure of causal locus: the internal, 
personal and situational attributions questionnaire. Personality and Individual 
Differences, 20, 261-264.
4. Kinderman P. & Bentall, R.P. (2000). Self-discrepancies and causal 
attributions: studies of hypothesised relationships. British Journal of Clinical 
Psychology, 39, 255-273.
5. Musson, R.F. & Alloy, L.B. (1988). Depression and self-directed attention. In 
L.B. Alloy (Ed.). Cognitive Processes in Depression. New York, NY, US: Guilford 
Press.
6. Segal, Z.V. & Shaw, B.F. (1996). Cognitive therapy. American Psychiatric 
Press Review of Psychiatry, 15,69-90.
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LREC APPLICATION FORM Checklist
Please indicate if the following have been enclosed by placing a circle round Yes/No/Not Applicable 
options. Please complete application form in typescript and collate all supporting documentation.
18 copies of Application Form
Two copies of protocol
Scientific Referees reports
18 copies of Research subject consent form 
18 copies of Research subject information sheet 
18 Advertisement for research subjects________
18 GP/consultant information sheet or letter________
18 copies of Interview schedules for research subjects 
18 copies of Letters of invitation to research subjects 
18 copies of Questionnaire * Finalised? YES_______
Annexe A **
Annexe B * * *
Annexe C ****
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Copy of investigators brochure or data sheet for all 
Drugs (one copy only)_______________________
Copy of the statement of indemnity (one copy only)
Copy of CTX/CTC/DDX (one copy only)________
Yes
Not Applicable
Not Applicable
Not Applicable
Not Applicable
Not Applicable 
Not Applicable 
Not Applicable 
Not Applicable
Please indicate whether or not this is the final version
Required if the study involves the use o f a new medicinal product or medical device, or the 
use o f an existing product outside the terms o f its product licence.
Annexe A is attached to the Application Form.
Required i f  the study includes the use o f ionising, radioactive substances or x-rays. 
Annexe B is attached to the Application Form
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Information concerning local investigators should always be given where possible at this 
stage. Annexe C is attached to the Application Form. Please make additional copies as 
necessary.
1 Short title of project: Attributional bias in the eating disorders
Full title: Attributional bias and eating psychopathology: The role of
cognitive content and processes
Give one key word for each of the 
following:
Condition: Eating disorders
Subject: Attributional bias
Treatment: N/A
2 Details of responsible investigator:
  Surname:
  Forename:
 Title:
Present appointment of applicant:
Qualifications:
Address:
Tel: 5532/5543 
E-mail:
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SECTION 1 Details of applicant (s)
3 Please give details of other trials/studies in which the investigator/s
_____  (a) Is currently involved
• Pathways to care & matching clients to treatment
• Family function & cognitive content & process in the eating disorders 
(Emanuelli & Farley)
• Dissociation in the eating disorders (Hallings-Pott)
• Reasons for substance misuse in the eating disorders (Lawson)
______ (b) Has been involved in the last six months
As above
(c) Please use the form attached to Annexe Cfor details of other investigators 
and/or centres to be involved in this project
Attached
4 Proposed start date and duration of this project:
The proposed start date is 03/03, and it is anticipated that the project will be completed 
by 08/04 (duration: 17 months).
5 Who is sponsoring the study? N/A
Contact name:
Organisation:
Address:
6 Location/s of project:
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FUNDING
Please give full details where applicable of: N/A
(a) Payment to subjects £
(b) Payment to Trust/practice/research funds £
(c) Personal payment or personal benefit to researcher £
Is payment:
(i) A block grant N/A
(ii) Based on the number of research subjects recruited N/A
If yes, how much per patient £
(d) Details of other benefits, e.g. equipment
N/A
(e) Will the costs incurred by the host institution be 
Covered by the payment? N/A
SECTION 2 Details of project
8 Aims and objectives of project:
• To determine the level of attributional biases in the eating disorders, and links 
with dimensional measures of eating pathology. It is hypothesised that negative 
events will be attributed internally (i.e., “If something bad happens, it is my fault, 
rather than bad luck or someone else’s fault.”) among individuals with stronger 
eating pathology.
• To determine the association of cognitive content and processes with 
attributional biases. It is hypothesised that unhealthy beliefs about the self and 
processing biases (e.g., avoiding experiencing emotion) will be associated with 
internal attribution of negative events.
• To test a model where attributional style mediates the relationship between 
cognitive content/processes and eating pathology.
314
Major Research Project
9 Scientific background of study {Approximately 250 words)
How one attributes responsibility for positive and negative events (e.g., to one’s 
own actions, to the actions of others, to chance) is critical to mood and self-esteem. We 
have consistent patterns of making such attributions. It is the norm for people to have 
what is called a ‘self-serving attributional bias’ -  in other words, we attribute successes 
to personal factors, whilst blaming external events for negative events (Musson & Alloy, 
1988). This bias has a protective function, aiding the maintenance of self-esteem 
(Kinderman et al., 2000; Ross & Nisbett, 1991). In contrast, a negative pattern of 
attributions (e.g., “I am to blame for bad events: good things in my life happen by 
chance.”) is common in a range of psychopathologies (e.g., depression -  Kinderman & 
Bentall, 1996; psychosis - Kinderman et al., 2000). Those attributional biases mean that 
the individual preserves their distorted self-image (maintenance of negative self- 
concept). To date, there is no evidence regarding attributional processes in the eating 
disorders. However, it has been suggested that negative attributional biases will be 
critical clinical targets (e.g., Dattilio, 2000; Segal & Shaw, 1996) if one wishes to assist 
the individual in changing their negative emotional states and hence their eating 
behaviours (Waller & Kennerley, in press). Therefore, the first aim of this study will be 
to determine the link between attributional biases and eating pathology.
In order to understand how attributional biases might function within the eating 
disorders, it is important to consider how they might influence cognitive characteristics 
that appear to be specific to the eating disorders. Recent research evidence (e.g., 
Cooper, 1997; Luck et al., under consideration) has suggested that unhealthy core 
beliefs about oneself and cognitive processes are critical variables. Therefore, this 
study will investigate the relationship between attributional biases and the cognitive 
processes involved in reducing negative emotional states.
10 Brief outline of project {Approximately 250 words)
315
Major Research Project
Sample
The clinical group will consist of eating-disordered woman, assessed at the specialist 
eating disorders service ( ). They will meet DSM-IV diagnostic
criteria for an eating disorder (anorexia nervosa restrictive subtype; anorexia nervosa 
binge/purge subtype; bulimia nervosa; EDNOS). All will be diagnosed by experienced 
clinicians. The likely number of participants available over the period of the study is 
140. Power analysis (see below) shows that the required number is 25 per group; 
total N = 100.
The comparison group will consist of 25 females, matched to the clinical group for 
age. All will be screened to exclude individuals with any past or present eating 
disorder. The comparison group will primarily be a student sample.
Data collection method
The data to be collected takes the form of psychometric measures completed as a 
routine part of the assessment procedure at the eating disorders service. Individuals 
will be asked if they wish to take part in the research prior to their assessment.
Measures
The five questionnaires to be used are all part of the standard clinical pack, 
completed by all patients who enter the eating disorders service in order to plan 
cognitive behavioural therapy and interventions.
1. Younq-Ryqh Avoidance Inventory (YRAI: Young & Ryqh. 1994)
This is a 40-item self-report measure of schema avoidance (avoidance of emotion 
once it has been experienced).
2. Young Compensation Inventory (YCI: Young. 1994)
This is a 48-item self-report measure of schema compensation (avoidance of 
emotion before it is experienced).
3. Young Schema Questionnaire-Short version-Revised (Young. 1998)
This is a 114-item questionnaire, which assesses 15 negative core beliefs about the 
self and the world.
4. Eating Disorders Inventory -  2 (EDI: Gamer. 1991)
This is a 64-item self-report measure of symptoms related to bulimia and anorexia 
nervosa. Items assess both eating attitudes and ego-dysfunction characteristics 
(Valdiserri & Kihlstrom, 1995).
5. Internal. Personal & Situational Attributions Questionnaire (IPSAQ: Kinderman & 
Bentall. 1996).
This is a 32-item questionnaire in which respondents are asked to give causal 
explanations for the 16 positive and 16 negative social situations described. The 
respondent is then asked to decide in each case whether the cause is situational, 
internal or personal.
Data Analysis
MANOVA to compare groups, and multiple regression analysis (1st objective) 
Multiple regression analysis (2nd objective)
Mediational regression analysis (Baron & Kenny, 1986) (3rd objective)
Study design (e.g. RCT, cohort, case control, epidemiological analysis)
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Cross-sectional design
12 Size of the study: Will the study involve:
(a) Human subjects Yes
(i) How many subjects are being recruited? c. 100
(ii) How many controls will be recruited? c. 25
(hi) What is the primary end point? Collection of 125 sets of 
questionnaires (100 
subjects; 25 controls)
(iv) How was the size of the study determined? Power analysis
(v) What is the statistical power of the study? 0.95
(b) Patient Records No
0) How many records will be examined?
(ii) How many controls records will be examined?
(iii) What is the primary end point?
(iv) How was the size of the study determined?
(v) What is the statistical power of the study?
13 Scientific critique:
Has the protocol been subject to scientific critique. If yes, please give the 
following information:
Yes
(If the critique formed part of the process of obtaining funding, please give the name 
and address of the funding organisation):
N/A
If the critique took place as part of an internal process, please give brief details: 
Reviewed by research tutors at the University of Surrey
If no critique has taken place, please explain why, and offer justification for this:
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N/A
If you are in possession of any referees' or other scientific critique reports 
relevant to your proposed research, please forward copies with your application 
form.
N/A
SECTION 3 Recruitment of subjects
14 How will the subjects in the study be:
Selected? All female patients assessed at the service and meeting the DSM-IV 
diagnostic criteria for an eating disorder. All subjects will be diagnosed 
by experienced clinicians
(ii) Recruited? Prior to initial assessment, by post.
(iii) What 
inclusion 
criteria will 
be used?
1. Aged 18+
2. Female
3. DSM-IV diagnosis of restrictive anorexia nervosa, anorexia 
nervosa of the binge/purge subtype, bulimia nervosa, or Eating 
Disorder Not Otherwise Specified
4. Fluent in English.
(iv) What 
exclusion 
criteria will 
be used?
1. Under 18 years
2. Learning disability
3. Psychotic disorder
4. Males (too few referred to allow for meaningful comparison)
How will the control subjects group be: (Type N/A i f  no controls)
(v) Selected? Undergraduates & postgraduates from the University of Surrey
(vi) Recruited? Approached at the end of lectures -  questionnaires & consent forms
to be returned by post or direct to the Department of Clinical 
Psychology
(vii) What inclusion h Aged 18+
criteria will be 2. Female
,9 3. No past or present eating disorder
4. Fluent in English
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(viii) What exclusion ' •
criteria will be jr-
used? ’4.
5.
Under 18 years
Past or present eating disorder
Learning disability
Males
History of treatment for mental illness
15 (a) How many subjects are being studied locally?
100
(b) Are any of these subjects involved in existing research 
or have been involved in any research in the last six 
months ?
I f  yes, please justify their use in this project
All of the patients invited to take part in this study will also be invited to take part in 
clinical audit (see section 3a). Subject to agreement on the part of the patients, 
they will also take part in research projects carried out by Emanuelli and Farley 
(previously approved by the Ethics Committee). As the data sets necessary for 
those studies overlap with the present study (and no individual patient will be 
asked to complete the same measure for more than one project), the only 
additional load involved in this project will be completion of the IPSAQ (which is 
completed for clinical assessment and evaluation purposes, regardless).
(c) Will any of the subjects involved be in a dependent 
relationship with the investigator?
I f  yes, please ensure you comply with local recruitment arrangements 
N/A
(d) Will any of the subjects involved be medical students ? No
I f  yes, please obtain signed agreement of the Principal of the Medical School:
Signature of Principal of the Medical School: N/A
Major Research Project
SECTION 4 Consent
16 Is written consent to be obtained? Yes
I f  yes, please attach a copy o f the consent form to be used.
______ Attached
______ I f  no written consent is to be obtained, please justify.
17 How long will the subject have to decide whether to take part in the study?
At least 24 hours. Patients will be recruited by post prior to their initial assessment.
 I f  fewer than 24 hours please justify:
N/A
18 Will the subject be given a written information sheet 
  Or letter? (Please see Guidelines). Yes
 I f  yes, please attach a copy to this application form.
Attached
 I f  no, please justify.
N/A
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19 Have any special arrangements been made for 
  subjects for whom English is not a first language?
I f  yes, give details:
I f  no, please justify:
No patients will be included in the study if they are not fluent in English.
(i) Will any of the subjects or controls be from one of the following vulnerable groups?
Children under 18 No
People with learning difficulties No
Unconscious or severely ill No
Other vulnerable groups No
I f  yes, please specify:
(ii) What special arrangements have been made to deal with the issues of consent 
______  for the subjects above? (Please see Guidelines)
N/A
SECTION 5 Details of intervention
21 Does the study involve the use of a new medicinal 
product or medical device, or the use of an existing
product outside the terms of its product licence? No
  (Please see Guidelines)
I f  yes, please complete Annexe A of the Application Form.
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22 If you are going to administer drugs, have you made suitable 
  arrangements to store, code and administer them? N/A
Signature of Hospital Pharmaceutical Officer:
23 Will any ionising or radioactive substances or x-rays be
administered? No
(NB please ensure information in Question 13 includes exclusion criteria with regard 
to ionising radiation if appropriate).
I f  yes, complete Annexe B of the Application Form N/A
(a) I f  yes, do you have an ARSAC Certificate? N/A
(b) Have you informed the local radiation officer? N/A
Signature of Radiation Safety Officer: _______________________
24 Please list those procedures in the study to which subjects will be exposed
indicating those which will be part of normal care and those that will be
additional (e.g. taking more samples than would otherwise be necessary). Please 
  also indicate where treatment is withheld as a result of taking part in the project.
The questionnaire measures (YRAI, YCI, YSQ, EDI-2, IPSAQ) are all used as part of 
the routine clinical assessment for these patients.
No treatment will be withheld as part of this project.
SECTION 6 Risks and ethical problems
25 Are there any potential hazards? No
I f  yes, please give details, and give the likelihood and details ofprecautions taken to 
  meet them, and arrangements to deal with adverse events.
N/A
26 Is this study likely to cause discomfort or distress? No
I f  yes, please justify and give details.
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As with any such clinical assessment, it is possible that a small number of patients 
might find that participation leads them to question the nature of their early experiences 
with other people. However, they will be encouraged to discuss this with their clinician.
27 Are there are particular ethical problems or considerations
that you consider to be important or difficult with the proposed Yes 
  study?
 I f  yes, please give details.
1. Potential for distress in a limited number of cases (see section 6, question 26)
2. Potential over-use of patients in research projects (see section 3, question 15)
28 Will information be given to the patient's General Practitioner? Yes (with
patient’s
permission)
Please note:
Permission should always be sought from research subjects before doing this. 
I f  yes, please enclose a copy of the information sheetfor the GP.
Attached
I f  no, please justify:
N/A
If the study is on hospital patients, will consent of all
consultants whose patients are involved in this research be Yes
sought?
I f  no, please justify:
N/A
SECTION 7 Indemnity and Confidentiality
29 Have arrangement been made to provide indemnification
and/or compensation in the event of a claim by, or on behalf of, 
a subject for non-negligent harm? N/A
(Please indicate N/A if not applicable)
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For NHS-sponsored research, HSG (96) 48 applies (reference no.2)
For pharmaceutical company sponsored research, the company should conform to the 
most recent ABPI guidelines (Manual V. 14.1.1)
I f  yes, please give details and enclose a copy of the indemnity form with this 
application.
30 In case of equipment or medical devices, have appropriate 
arrangements been made with the manufacturer to provide 
indemnification?
  (Please indicate N/A if not applicable) N/A
I f  yes, please give details and enclose a copy of the relevant correspondence with this 
_____ application._______________________________________________________
31 LOCAL CONFIDENTIALITY ARRANGEMENTS
  Does your study involve the use of computerised patient’s records? No
If so, have you complied with the requirements of the Data Protection Act
and the Access to Medical Records Act? N/A
32 Will the study include the use of any of the following?
Audio/video recording No
Observation of patients No
I f yes to either:
(i How are confidentiality and anonymity to be ensured?
)
N/A
(ii) What arrangements have been made to obtain consent for these procedures? 
N/A
33 Will medical records be examined by research worker(s) outside the 
  employment of the NHS? No
I f  yes, please see Guidelines
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34 What steps will be taken to safeguard confidentiality of personal records?
All data will be stored anonymously on computer files, and any material with identity 
marks will be stored in locked filing cabinets.
35 What steps will be taken to safeguard specimens? 
N/A
PLEASE ENSURE THAT YOU COMPLETE THE CHECKLIST ON THE FRONT 
COVER OF THE APPLICATION FORM AND ENCLOSE ALL RELEVANT 
ADDITIONAL DOCUMENTS.
DECLARATION
The information in this form is accurate to the best of my knowledge and belief and I take full 
responsibility for it.
I understand it is my responsibility to obtain management approval where appropriate from 
the relevant NHS body before the project takes place.
I agree to supply interim and final reports and to advise the LREC of any adverse or 
unexpected events that may occur during this project. I also agree to advise the LREC if this 
is withdrawn or not completed.
Signature of Local 
Investigator:
Date: 11th February 2003
PLEASE TURN OVER.......................
MULTICENTRE RESEARCH ETHICS REVIEW
In April 1997, the Department of Health issued Health Service Guidelines HSG(97)23, which 
introduced a new system of Multi-centre Research Ethics Committees (MRECs), one to be 
established in each NHS Region.
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From 1st July 1997 any research which is to be carried out within five or more LRECs' 
geographical boundaries must be initially considered by the MREC for the Region in which 
the principal researcher is based before subsequent referral to LRECs. A contact name from 
whom you can obtain further information on how to do this can be obtained from the LREC 
administrator, or from the R & D Directorate of your NHS Regional Office.
Please confirm, by signing this form, that the research for which you are now seeking ethical 
approval will be undertaken in no more than 4 LRECs' geographical boundaries, and you are 
therefore not applying (and are not planning to apply) to more than four LRECs for 
approval of this research proposal.
Signed: Date: 11th February 2003
Name (Please print):_____________________________________
Your study number (or title): Attributional bias and eating
psychopathology: The role of cognitive 
content and processes
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ANNEXE C Local research sites
OTHER CENTRES INVOLVED IN THIS STUDY
Please provide the name and contact details of other investigators involved in this study.
(Please copy and complete this page for each centre. You must inform the LREC administrator by 
means of a copy of this form as each new centre is recruited)________________________________________
Surname: Foster
Forename: Caroline____________  Title: Miss
Present appointment of applicant: Trainee Clinical Psychologist
Qualifications:_________ BSc (Hons.) Psychology
Contact Address: The Department of Clinical Psychology
The University of Surrey
Guildford
Surrey
GU2 7XH
Location of Research:
(If different)
N/A
Telephone:
Fax: N/A E-Mail: psm3cf@surrey.ac.uk
Please retain a blank copy of this form, complete it and send to the LREC administrator 
whenever other local centres become involved in the future.
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Clinical Psychology Office 
The Department of Psychology
2nd January 2004
Ethics Committee
The Registry
The University of Surrey
Guildford
GU2 7XH
Dear Sir/Madam,
Re: Attributional bias and eating psychopathology: the role of cognitive content and 
processes
Please find enclosed submission to the University Ethics Committee for approval of the 
above named project. This project has already received approval to proceed from 
Local Research Ethics Committee and 
NHS Trust Research and Development Committee. As such, submission is made in the 
form of documentation relating to the LREC application, together with a completed 
protocol cover sheet.
Please note that standard letters related to the project will be given to participants on 
appropriately headed paper.
Please let me know if you require any further information.
Yours sincerely,
Caroline Foster
T«^lnao Plin?A<»l
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UniS
Ethics Committee
Submission To The University’s  Ethics Committee For The Approval Of Study Protocol Cover Sheet
1. Title of project Attributional bras and eating psychopathology; the rote of cognitive content and processes
Names of Principal Investigators Qualifications Department/Institution
Glenn Walter
Names of Co-Investigators
Caroline Foster
Rachel Lawson
James Murray
3. Signature of Supeivisor (where appropriate) to indicate that (s)he has read and approved the protocol submission:
°ato nfiiiai
4. Details of Other Collaborators:
5. Details of Sponsors: None
6. Details of payments to Investigators, Departments, Schools or Institutions. Investigators who receive payment as part of an annual consultancy 
fee should advise the Committee of the situation: None
7. Where will the project be carried out ? (e.g. University, hospital, etc.):
University of Surrey
8. Source of the subjects to be studied:
Female patients assessed at the eating disorders service and meeting the DSM-IV diagnostic criteria for a n  eating disorder 
Undergraduates and postgraduates from the University of Surrey (controls)
Q Dotalls nl naumontQ si Marts* Nnnn
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/ s Trials/
./ l.
Please state Phase: N/A
fi. If a new drug, does it have a Clinical Trials Exemption Certificate or Product Licence Number? N/A
/ /
iii. If a new drug, give details of toxic/side effects so far reported: N/A
iv. fn addition to the recorded toxic/sicfe effects, state any potential risks to the subjects and the precautions taken to deaf with the 
situation:
N/A
11. Checklist of Accompanying Documents (Please tick (he appropriate boxes)
Please ensure that, where appropriate, the following documents are submitted along with your application:
ii The detailed protocol for the project
iii Evidence of agreement of other collaborators
iv Copy of the Information Sheet for volunteers
v Copy of the Consent Form
vi Copy of questionnaire
vii Copies of standard letters related to the project
viii Protocol Submission Proforma: Insurance
ix Evidence of insurance cover/indemnity, particularly for drugs trials (Please refer to (ha insurance Guidelines)
x Copy of the Clinical Trials Exemption Certificate or Product Licence Number
xl Information concerning any other Ethical Committee to which an application for approval is being made
12. Names and signatures of all Investigators:
□
□
□
□
□
□
□
□
□
□
□
U w s o n
1 *3 Halo a t  Arinnr^ afinn* Ofl/1 AffVQ
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T erm s an d  C o n d itio n s  o f  A pproval.
R e se a rc h  a n d  D evelopm ent:
Monday, 17 March 2003 
Caroline Foster
Department of Clinical Psychology
The University of Surrey
Guildford
Surrey
GU27XH
Dear Ms. Foster
Research Title: Attributional bias and eating psychopathology: The role of cognitive 
content and processes. This project was approved 
Research ID: PF148
Following the R&D committee meeting held on 10th March 2003, your project has been 
approved. This letter ensures that you and the researchers holding a Trust/NHS contract 
are indemnified by the Trust under the DoH (HSG (96) 48) (only fo r non-commercial 
research). Under your contract of employment you are required to adhere to the 
Research Governance Framework and Trust research-monitoring procedures.
In addition to ensuring that the dignity, safety and well being of participants are given 
priority at all times by the research team you need to ensure the following:
• Patient contact Only trained or supervised researchers holding a trust/ NHS contract 
(honorary or full) are allowed to make contact with patients.
• Informed consent is obtained by the lead or trained researcher according to the 
requirements of the ethics committee. The original signed consent form should be kept 
on file. Informed consent will be monitored by the Trust at intervals and you will be 
required to provide relevant information.
• Data protection: All data involving patient data will be anonymised, where possible, 
and held on protected systems so as not to compromise the Data Protection Act.
• Adverse events reporting: Adverse events or suspected misconduct must be 
reported to the R&D department, in conjunction with the ethics committee.
• Annual review: An annual review form will be sent to you, which you will be required 
tn r.omnlete and return to the R&D Deoartment.
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T erm s a n d  C o n d itio n s  o f  A pproval.
• Closure Form: On completion of your project a closure form will be sent to you 
(according to the end date specified on the R&D database), which needs to be 
returned to the R&D Department.
« Publications: Any publications will need to be reported to the R&D Department. This 
is vital in ensuring the quality and output of the research for your project and the Trust 
as a whole.
The R&D Department needs to be informed of any changes to the protocol such as patien 
recruitment, funding etc. If major changes are made to the protocol then this would need 
to go the R&D committee.
If you have any queries regarding any of the above points please contact
Yours sincerely
Chairman
Docoorrh SI. nowalnnmont rnm m ittoo
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6th March 2003
Dear Professor Waller
R e: A ttr ib u tio n a i b ia s  a n d  e a t in g  p s y c h o p a th o lo g y :  t h e  r o le  o f  c o g n it iv e  c o n te n t  a n d
p r o c e s s e s
The Local Research Ethics Comm ittee considered the above application at its recent
meeting. W e are happy to give conditional approval for this project to proceed subject to the 
following points being addressed.
1. The committee sought reassurances that approval for the recruitment of controls had
been  obtained from the principal o f Surrey University.
2. The committee felt that recruitment of control subjects should not be at the end of
lectures. W e wondered whether it would be possible to place an advisem ent on notice 
boards in the University inviting controls to volunteer for the study.
3. The patient information sh ee t should indicate precisely what is involved in this study.
We look for to hearing from you.
Yours sincerely
V ice C n a ir/C iin ic a i S e c re ta ry
1 f 'A m m i H A f t
333
Major Research Project
14th April 2003
Dear
Re: Attributional bias and eating psychopathology:
The role of cognitive content and processes
Thank you for your recent letter, indicating that the Local Research Ethics
Committee has given conditional approval to the above project, subject to three points being
addressed.
1. The Committee sought reassurance that approval for the recruitment of controls had 
been obtained from the Principal of the University of Surrey. However, at the 
University of Surrey, such approval is given at a departmental level. James Murray 
(Research Tutor at the Department of Psychology, University of Surrey) has 
approved the recruitment of control participants in this study.
2. The Committee suggested that recruitment of control subjects could be obtained by 
placing an advertisement on notice boards in the University, inviting individuals to 
volunteer for the study. This suggestion will be put into place.
3. The Committee asked that the Patient Information sheet should be more precise 
about what is involved in taking part in this study. The information sheet has been 
amended accordingly, and is attached.
I hope that these responses are adequate to address your concerns. I look forward to 
hearing from you.
Yours sincerely
Glenn Waller
PrnfesR nr n f  C lin ical P s v c h o lo a v
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2 4  N ovem b er 2 0 0 3
m m
D ear P rofessor W aller
Re: Attributional bias and eating psychopathology; the role of cognitive 
content and processes
Thank you for forwarding a further copy of your reply to my letter dated 6th March 2003. 
The committee have no record of having received your letter dated 14th April 2003 
previously. Your letter addresses the points raised by the committee and we are happy to 
give approval for this project to proceed.
YmirQ <;inrp>re»l\/
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Ethics Committee
16 January 2004
Ms Caroline Foster 
Trainee Clinical Psychologist 
Department of Psychology 
School of Human Sciences
Dear Ms Foster
Attributional bias and eating psychology: the role of cognitive content and process 
(EC/2004/04/Psvch - FAST TRACK
I am writing to inform you that the University Ethics Committee has considered the above 
protocol under its ‘Fast Track’ procedure, and has approved it on the understanding that 
the Ethical Guidelines for Teaching and Research are observed and the following condition 
is met:
• That you advise, in writing, the Local Research Ethic Committee that
approval for recruitment of controls is given by the University's Ethics Committee, and 
not at Departmental level, as stated in Professor Glenn Waller's letter dated 14 April 
2003, first paragraph. Please forward a copy of your letter to the LREC to
me to be placed on your file.
For your information, and future reference, these Guidelines can be downloaded from the 
Committee’s website at http://www.surrey.ac.uk/Surrey/ACE/.
This letter of approval relates only to the study specified in your research protocol 
(EC/2004/04/Psych) - Fast Track. The Committee should be notified of any changes to the 
proposal, any adverse reactions and if the study is terminated earlier than expected, with 
reasons.
I should be grateful if you would confirm in writing your acceptance of the condition above, 
forwarding a copy of the requested document for the Committee’s records.
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Date of approval by the Ethics Committee:
Date of expiry of approval by the Ethics Committee:
Please inform me when the research has been completed. 
Yours sincerely
Catherine Ashbee (Mrs)
Secretary, University Ethics Committee
16 January 2004 
15 January 2009
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8th January 
Irs. C. A sh b ee
■ecretary, University Ethics Committee 
he Registry
he University o f Surrey
iuildford
•U2 7XH
ear Mrs. A shbee,
Re: Attributional b ia s  and eatin g  p sy ch o p a th o lo g y : th e  ro le  o f  c o g n it iv e  con ten t  
an d  p r o c e s s e s  (E C /2004/04/P sych  -  FAST TRACK)
wish to confirm my accep tance that the ab ove project h a s b een  approved on the 
nderstanding that the Ethical Guidelines for T eaching and R esearch  are observed and 
e  following condition is met*
• That the Local R esearch  Ethics Com m ittee is ad vised  in writing that
approval for the recruitment of controls is given by the University’s  Ethics 
Committee, and not at departmental level, a s  w a s stated  in Professor Glenn 
Waller’s  letter dated 14m April 2003 , first paragraph.
P lea se  find attached a copy o f the required letter for your records.
also wish to broaden the control sam ple s o  a s  to  include th e friends and relatives of 
udents at the University of Surrey. I would b e  grateful if you could p le a se  let m e know if 
e University Ethics Committee approves o f this m odification? W e are seeking similar 
jproval for this alteration from the Local R esearch  Ethics Committee.
Dok forward to hearing from you.
)urs sincerely,
jroline Foster ■>
ainee Clinical Psychologist
Glenn W aller
P rofessor o f Clinical Psychology
Major Research Project
28th January 2004
Dear
R e: A ttr ib u tio n a l b ia s  a n d  e a t in g  p s y c h o p a th o lo g y :
T h e  ro le  o f  c o g n it iv e  c o n te n t  a n d  p r o c e s s e s
The University of Surrey Ethics Committee has approved the ab o v e  project on the 
understanding that the following condition is m et
•  That I advise you, in writing, that approval for the recruitment of controls is given 
by the University’s  Ethics Committee, and not at the departmental level, a s was 
stated in my letter dated 14th April 2003, first paragraph.
I also wish to broaden the control sam ple so  a s  to include the friends and relatives of 
students at the University of Surrey. I would be grateful if you could p lea se  let m e know if 
the Local Research Ethics Committee approves o f th is modification?
Similar approval for this alteration is also being sought from the University Ethics 
Committee.
I look forward to hearing from you.
Yours sincerely,
Glenn Waller
Professor of Clinical Psychology
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m
8 th M arch 2 0 0 4
Dear Professor Waller
R e: A t t r ib u t io n a l  b i a s  a n d  e a t i n g  p s y c h o p a t h o lo g y :  T h e  r o le  o f  c o g n i t iv e  
c o n t e n t  a n d  p r o c e s s e s
Thank you for your letter dated28th January 2004  (received by the Committee on 23's 
February 2004). Local Research Ethics Committee is happy to give
permission for the control sam ple to include the relatives and friends of students at 
the University of Surrey. Appropriate modification should be made to the patient 
information sheet. We have also noted the condition of approval by the University of 
Surrey Ethics Committee.
Yours sincerely
Vie« C hair/C lin ira l Sprj-ftl-arv
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UniS
Ethics Committee
03 March 2004
Ms Caroline Foster 
Trainee Clinical Psychologist 
Department of Psychology 
School of Human Sciences
Dear Ms Foster
A ttrib u tio n a l b ia s  a n d  e a t in g  p sy c h o lo g y : t h e  ro le  o f  c o g n it iv e  c o n te n t  a n d  p r o c e s s  
(E C /2 0 0 4 /0 4 /P sv ch  -  FA ST TRA CK  -  A m e n d m e n t
1 am writing to inform you that the Chairman, on behalf of the Ethics Committee, has 
considered the Amendment requested to the above protocol, and has approved it on the 
understanding that the Ethical Guidelines for Teaching and Research are observed. For 
your information, and future reference, these Guidelines can be downloaded from the 
Committee’s website at http://www.surrey.ac.uk/Surrey/ACE/.
This letter of approval relates only to the study specified in your research protocol 
(ACE/2004/04/Psych) - Amendment. The Committee should be notified of any changes to 
the proposal, any adverse reactions, and if the study is terminated earlier than expected, 
with reasons.
Date of approval by the Ethics Committee: 03 March 2004
Date of expiry of approval by the Ethics Committee: 15 January 2009
Please inform me when the research has been completed.
Yours sincerely
c i .
Catherine Ashbee (Mrs)
Secretary, University Ethics Committee
R o n ic t r v
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Appendix B
Copies of the Study’s Consent Forms, Information Sheets, Letter to GPs and
Invitation Letter
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Patient Identification Number for this trial:
CONSENT FORM - PATIENT VERSION
Title of Project:
A ttributional bias and eating psychopathology: 
The role o f cognitive content and processes
Name of Researcher: Please in itia l
below
1. I confirm that I have read and understand the Information Sheet
dated 14th April 2003 (Amended Version 1) for the above study, and have
had the opportunity to ask questions.______________________________________
2. I understand that my participation is voluntary, and that I am
free to withdraw at any time, without giving any reason and _____
without my medical care or legal rights being affected.
3. I agree to my GP being informed of my participation in this study. _____
4. I agree to take part in the above study.
Name of patient Date Signature
Name of person taking consent Date Signature
(if different from researcher)
Name of Researcher Date Signature
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Patient Identification Number for this trial:
CONSENT FORM - CONTROL VERSION
Title of Project:
Attributional bias and eating psychopathology:
The role of cognitive content and processes
Name of Researcher
Please initial 
below
1. I confirm that I have read and understand the Information Sheet
dated 18th January 2003 (Version 2) for the above study, and have __________
had the opportunity to ask questions.
2. I understand that my participation is voluntary, and that I am
free to withdraw at any time, without giving any reason and __________
without my medical care or legal rights being affected.
3. I agree to take part in the above study. __________
Name of patient Date Signature
Name of person taking consent Date Signature
(if different from researcher)
Name of Researcher Date Signature
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Centre Number:
Study Number:
PATIENT INFORMATION SHEET
(14th April 2003; Amended Version 1)
Title of Project:
Attributional bias and eating psychopathology: 
The role of cognitive content and processes
Name of Researcher: Glenn Waller
You are invited to take part in this research study. Before you decide, it is important for you to 
understand why the research is being done and what it will involve. Please take time to read the 
following information carefully, and discuss it with friends, family and your GP if you wish. Ask if 
there is anything that is not clear or if you would like more information. Take time to decide 
whether or not you wish to take part before returning the consent form.
'Consumers for Ethics in Research (CERES) publish a leaflet called Medical Research and 
You. This leaflet gives more information about medical research, and looks at some questions 
that you may want to ask. A copy can be obtained from CERES, PO Box 1365, London N16 
OBW.
Background to the study
Recent research has suggested a role for early experience and unhealthy beliefs in the 
development of eating disorders. It is also thought that there is an association between 
cognitive content and processes and how individuals with eating difficulties understand the 
cause of negative events in their lives. The aim of this study is to determine if such an 
association exists, and if it is specific to individuals with eating disorders. If such a link can be 
demonstrated, then this will provide directions for possible improvements in treatment 
technique.
Why have I been chosen?
You have recently been referred to the Outpatient Eating Disorders Service. All patients who 
are referred to this service between March 2003 and March 2004 are being asked to take part.
Do I have to take part?
You do not have to take part. If you do not take part, it will have no impact on the treatment that 
you will be offered.
What will happen to me if I take part?
You will be asked to read and sign a consent form, and to complete a front sheet stating your 
age, gender and ethnic origin. You will also be asked to complete five simple questionnaires
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relating to your feelings, attitudes, attributions and behaviour. Specifically the questionnaires 
assess your relative tendency to avoid emotion once it has been experienced / avoid emotion 
before it is experienced. We are also interested in your beliefs about yourself and the World 
and your attitudes towards eating. The last questionnaire asks you to give explanations for 
various social situations and will provide us with information relating to the types of attributions 
typically made.
Once completed, the consent form, front sheet and questionnaires can be returned by post in 
the envelope provided. It should take no longer than one hour to complete all of the forms.
What are the possible disadvantages and risks of taking part?
There are no known risks in taking part in this study. It is possible though that you might find 
participation leads you to question the nature of your experiences with other people. As such, it 
is possible that completing the questionnaires may cause you some uneasy feelings. If this is 
the case, then you are encouraged to discuss this with your clinician at your next therapy 
session.
What are the possible benefits of taking part?
Your treatment may be influenced by the information that you give us, since we will be more 
readily able to understand your problem and suggest appropriate treatment strategies.
What if new information becomes available?
Sometimes during the course of a research project, new information becomes available about 
the topic that is being studied. If this happens, the researcher will tell you about it and discuss 
with you whether you wish to continue in the study. If you decide to withdraw, the researcher will 
make arrangements for your care to continue. If you decide to continue in the study, then you 
will be asked to sign an updated consent form.
On receiving new information, the researcher might consider it to be in your best interests to 
withdraw you from the study. She will explain the reasons and arrange for your care to 
continue.
What if something goes wrong?
During research trials, there can be problems due to the methods that are used or due to the 
way in which you are treated by members of staff. It is highly unlikely that the methods being 
used in this study will have any harmful effects. However, if you were to be harmed by taking 
part in this research project, there are no special compensation arrangements. If you are 
harmed due to someone's negligence, then you may have grounds for legal action (but you 
may have to pay the costs). Regardless of this, if you wish to complain about any aspect of the 
way that you have been approached or treated during the course of this study, the normal NHS 
complaints mechanisms may be available to you.
Will mv taking part in the study be kept confidential?
All information collected about you during the course of the research will be kept entirely
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confidential. The consent forms will be separated from the questionnaires and held in a locked 
filing cabinet, so that the questionnaires will themselves remain completely anonymous. 
However, you will be asked if it is acceptable for the researcher to notify your GP that you are 
taking part in the research.
What will happen to the results of the research study?
The results of the study will be written up and submitted as a Major Research Project as part of 
a PsychD in Clinical Psychology. It is also anticipated that the results will be submitted for 
publication in peer-reviewed journals. You will not be identified in any report or publication. If 
you should wish, then you will be sent a brief summary of the findings at the end of the study 
(August 2004).
Who is organizing and funding the research?
The research is being organised by Professor Glenn Waller, . It
is being carried out by a Trainee Clinical Psychologist (Caroline Foster). The research is being 
supervised by Dr. James Murray, Research Tutor at the University of Surrey, and Rachel 
Lawson, Clinical Psychologist.
Who has reviewed the study?
This study has been reviewed and approved by the Local Research Ethics
Committee and by the University of Surrey’s Advisory Committee on Ethics.
Contact for further information
For further information about the study, please contact: Caroline Foster, Trainee Clinical 
Psychologist via email at psm3cf@surrey.ac.uk
This copy of the information Sheet is yours to keep. If you agree to take part, then you 
will be asked to sign a Consent Form, and you will be given a copy of that form.
With many thanks for your time, 
Yours sincerely,
Caroline Foster Professor Glenn Waller
Trainee Clinical Psychologist
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Centre Number:
Study Number:
CONTROL GROUP INFORMATION SHEET
(18th January 2003; Version 2)
Title of Project:
Attributional bias and eating psychopathology:
The role of cognitive content and processes
Name of Researcher: Glenn Waller
You are invited to take part in this research study. Before you decide, it is important for you to 
understand why the research is being done and what it will involve. Please take time to read the 
following information carefully, and discuss it with friends, family and your GP if you wish. Ask if 
there is anything that is not clear or if you would like more information. Take time to decide 
whether or not you wish to take part before returning the consent form.
'Consumers for Ethics in Research (CERES) publish a leaflet called Medical Research and 
You. This leaflet gives more information about medical research, and looks at some questions 
that you may want to ask. A copy can be obtained from CERES, PO Box 1365, London N16 
OBW.
Background to the study
Recent research has suggested a role for early experience and unhealthy beliefs in the 
development of eating disorders. It is also thought that there is an association between 
cognitive content and processes and how individuals with eating difficulties understand the 
cause of negative events in their lives. The aim of this study is to determine if such an 
association exists, and if it is specific to individuals with eating disorders. If such a link can be 
demonstrated, then this will provide directions for possible improvements in treatment 
technique.
Why have I been chosen?
Both undergraduates and postgraduates at the University of Surrey are being asked to 
participate in this study, to provide a control sample against which the clinical eating disorder 
sample can be compared.
Do I have to take part?
It is your decision whether or not to take part. If you do decide to participate then you remain
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free to withdraw at any time.
What will happen to me if 1 take part?
You will be asked to read and sign a consent form, and to complete a front sheet stating your 
age, gender, ethnic origin and specifying whether or not you have any past or present eating 
disorder, or any history of treatment for mental health difficulties. You will also be asked to 
complete five simple questionnaires relating to your feelings, attitudes, attributions and 
behaviour. Once completed you can return the consent form, front sheet and questionnaires in 
the envelope provided directly to the Clinical Psychology Department (03 AD 02) or through 
internal mail. It should take no longer than one hour to complete all of the forms.
What are the possible disadvantages and risks of taking part?
There are no known risks in taking part in this study. It is possible though that you might find 
participation leads you to question the nature of your experiences with other people. As such, it 
is possible that completing the questionnaires may cause you some uneasy feelings. If this is 
the case then a confidential debriefing/advice session can be arranged by emailing the 
researcher, Caroline Foster at psm3cf@surrev.ac.uk.
What are the possible benefits of taking part?
The outcome of this study will help to determine if a clear rationale exists for modifying the 
treatment of eating disorders. As such, this study might ultimately contribute to improvements in 
treatment efficacy.
What if new information becomes available?
Sometimes during the course of a research project, new information becomes available about 
the topic that is being studied. If this happens, the researcher will tell you about it and discuss 
with you whether you wish to continue in the study. If you decide to continue in the study, then 
you will be asked to sign an updated consent form.
On receiving new information, the researcher might consider it to be in your best interests to 
withdraw you from the study. She will explain the reasons for this.
What if something goes wrong?
During research trials, there can be problems due to the methods that are used or due to the 
way in which you are treated by members of staff. It is highly unlikely that the methods being 
used in this study will have any harmful effects. However, if you were to be harmed by taking 
part in this research project, there are no special compensation arrangements. If you are 
harmed due to someone's negligence, then you may have grounds for legal action (but you 
may have to pay the costs). Regardless of this, if you wish to complain about any aspect of the 
way that you have been approached or treated during the course of this study, the normal NHS 
complaints mechanisms may be available to you.
Will mv taking part in the study be kept confidential?
All information collected about you during the course of the research will be kept entirely
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confidential. The consent forms will be separated from the questionnaires and held in a locked 
filing cabinet, so that the questionnaires will themselves remain completely anonymous.
What will happen to the results of the research study?
The results of the study will be written up and submitted as a Major Research Project as part of 
a PsychD in Clinical Psychology. It is also anticipated that the results will be submitted for 
publication in peer-reviewed journals. You will not be identified in any report or publication. If 
you should wish, then you will be sent a brief summary of the findings at the end of the study 
(August 2004).
Who is organizing and funding the research?
The research is being organised by Professor Glenn Waller, . It is
being carried out by a Trainee Clinical Psychologist (Caroline Foster). The research is being 
supervised by Dr. James Murray, Research Tutor at the University of Surrey, and Rachel 
Lawson, Clinical Psychologist.
Who has reviewed the study?
This study has been reviewed and approved by the Local Research Ethics
Committee and by the University of Surrey’s Advisory Committee on Ethics.
Contact for further information
For further information about the study, please contact: Caroline Foster, Trainee Clinical 
Psychologist via email at psm3cf@surrey.ac.uk
This copy of the information Sheet is yours to keep. If you agree to take part, then you 
will be asked to sign a Consent Form, and you will be given a copy of that form.
With many thanks for your time,
Yours sincerely,
Caroline Foster Professor Glenn Waller
Trainee Clinical Psychologist
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ADDRESS
DATE
Dear NAME
Notification to GP of patient’s  participation in a research project
Patient’s name: _______________
Title of Project: Attributional bias and eating psychopathology:
The role of cognitive content and processes
Centre Number:
Study Number:
Name of Researcher: Glenn Waller
As you will know, this patient has recently been referred to the Outpatients Eating Disorders 
Service. I am writing to let you know that we have asked the patient to take part in a research 
project, examining the potential association between information processing and attributional 
style in individuals with eating problems. She will complete five questionnaire measures 
(relating to her feelings, attitudes, attributions and behaviour).
It is not anticipated that there should be any side effects from this investigation, but please let 
me know if there are any unexpected changes in the patient's behaviour over the next month. If 
you would like more information on this research (or would like details of the outcome of the 
study), please contact me at the address above.
Yours sincerely
Caroline Foster Professor Glenn Waller
Trainee Clinical Psychologist
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ADDRESS
DATE
Centre Number:
Study Number:
Patient Identification Number for this trial:
Dear NAME
INVITATION TO PARTICIPATE IN A CLINICAL RESEARCH STUDY
Title of Project:
Attributional bias and eating psychopathology: 
The role of cognitive content and processes
Name of Researcher: Glenn Waller
As you know, you have recently been referred to the specialist eating disorder service. As part 
of our continuing effort to improve the treatment that we provide, we are carrying out a study to 
investigate the potential association between information processing and attributional style in 
individuals with eating problems. I would like to ask if you would be willing to take part in this 
study, to help us to do this.
I enclose an information sheet, which explains more about the study, and a consent form for 
you to sign if you are happy to take part. I would be grateful if you would return the signed 
consent form if you are happy to take part.
Yours sincerely
Caroline Foster Professor Glenn Waller
Trainee Clinical Psychologist
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Appendix C
Notice Inviting Students to Take Part in the Research, and Copy of Email to
Course Directors
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Eating Disorders 
Research
One young woman in twenty suffers from an eating 
disorder:
We want to know why some do but others do not 
Female postgraduate/mature students:
Are you interested in taking part as a control subject in two research studies 
investigating eating psychopathology?
Both studies are investigating the mechanisms involved in the development 
and maintenance of the eating disorders. It is hoped this research will provide 
directions for possible improvements in treatment technique.
W hat would you be required to do:
■ Read an information sheet
■ Read and sign consent forms
■ Tell us a bit about yourself
■ Complete some simple questionnaires relating to your feelings, attitudes, 
attributions and behaviour
Once completed you can return the consent forms, front sheet and 
questionnaires in the envelope provided directly to the Clinical Psychology 
Department or through internal mail. It should take no longer than 45 minutes 
to an hour to complete all of the forms.
All information collected during the course of the research will be kept entirely 
confidential and the questionnaires themselves will remain completely 
anonymous.
If you would like to take part:
Please collect a research pack from the Clinical Psychology Department (03 
AD 02) or email either Caroline Foster (psm3cf@surrey.ac.uk) or
Your participation is really appreciated!!
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Email to course directors
Dear (insert name of course director / lecturer),
We would like to invite female students on your course to take part as control 
subjects in two research studies investigating eating psychopathology. As there is 
some overlap in the measures used, we are running these together in order to 
minimise the demand on students. As such, a brief background to the studies follows, 
together with details of what is requested of participants. Both studies have been 
reviewed and approved by Local Research Ethics Committee
and by the University of Surrey’s Advisory Committee on Ethics.
We would be grateful if you could please confirm whether or not you give consent for 
your students to take part in this research. If you are willing for your course to be 
involved, please could you indicate whom we should contact regarding the display of 
a notice inviting individuals to participate. It would also be helpful if we could 
approach course lecturers for consent to talk briefly to their students, to raise 
awareness of the research and to direct those interested to our notices.
We attach the poster that we would use to recruit participants, for your information. 
Yours sincerely,
Caroline Foster
Trainee Clinical Psychologist Trainee Clinical Psychologist
Summary of proposed research
Both studies examine the thoughts, emotions and behaviours of women with 
eating disorders. Your students will simply be asked to participate in order to 
give a normal comparison group.
In one study, we are examining the links between negative attributions (self­
blame) and negative beliefs about the self. In the second study, we are 
examining the impact of early childhood bullying on eating problems, and 
considering the emotional factors that might explain such a link.
Participants will be asked to:
■ Read an information sheet
■ Read and sign consent forms
■ Tell us a bit about themselves
■ Complete some simple questionnaires relating to their feelings, attitudes 
and behaviour
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Once completed, they can return the consent forms, front sheet and 
questionnaires (in an envelope provided) directly to the Clinical Psychology 
Department or through internal mail. It should take no longer than 45 minutes 
to an hour to complete all of the forms.
All information collected during the course of the research will be kept entirely 
confidential and the questionnaires themselves will remain completely 
anonymous.
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Appendix D 
Copies of Questionnaires
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C entre Number:
S tudy  N u m ber
Patient Identification N um ber for this trial:
FRONT SHEET: DEMOGRAPHIC INFORMATION
1 Age
2  G ender
3  W eight
4  Height
5  First la n g u a g e   • ..................
If not English:
D o you co n sid er  yourself to  b e  fluent in E nglish?  
O  Y es . □  N o
6  D o you  h a v e  a n y  history o f learn ing difficulties?
□  Y e s  □  N o
If y e s ,  p le a se  sp ec ify _________________________________
7  P le a se  indicate th e  ethnic grou p  to  w hich you  fe e l you  b elong: 
W hite
O British
□  Irish
O Any other White background 
Mixed
□  While & Black Caribbean
□  White & Black African
□  White & Asian
□  Any other mixed background
Asian or Asian British
□  Indian
□  Pakistani
□  Bangladeshi
□  Any other Asian background
Black or British Black
□  Caribbean
□  African
□  A ny other B lack  background
Other Ethnic Groups
□  C h in ese
□  A ny other eth n ic  group  
P le a s e  s p e c ify _________________
□  Not stated
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8  H a v e  you  e v er  b e e n  d ia g n o sed  with an  eating disorder?
□  Y e s  □  N o
If y e s , p le a s e  s p e c ify _____________________________________________________
9  D o you  h a v e  an y  h istory of other m ental health  difficulties?
□  Y e s  □  N o
If y e s ,  p le a s e  s p e c ify _____________________________________
10 D o  you  e v e r  m ak e you rself sick  b e c a u se  you  fe e l uncom fortably full?
O  Y e s  □  N o
11 D o you  worry you  h a v e  lo st control o v er  h ow  m uch  y o u  ea t?
□  Y e s  O  N o
1 2  H ave you  recently  lo s t  m o re  than o n e  s to n e  in a  3  m onth period?
□  Y e s  O  N o
1 3  D o  y o u  b e lie v e  you rself to  b e  fat w h en  other s a y  you  a re  to o  thin?
□  Y e s  □  N o
1 4  W ould  y o u  s a y  that fo o d  d om in ates your life?
□  Y e s  O N o
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Y S Q -S -R
INSTRUCTIONS:
Listed below are statem ents that a  person might u se  to describe himself or herself. P lea se  read each  statement and 
decide how well it describes you using the rating.scale below. W hen you are not sure about how a  statem ent applies 
Jo you, b a se  your answer on what you emotionally fee l, not on wh^t you think to b e  true. Using the rating scale  
below, c h o o s e  the h ig h est rating from 1 to 6 that applies to you and write the number in the sp a ce  before the 
statement.
RATING SCALE:
1 =  Completely untrue of m e 4  = Moderrtely true of m e
2  =  Mostly untrue of m e 5  =  Mostly true of m e
3 =  Slightly more true than untrue 6  = Describes m e perfectly
1 . ______ Most of the time, I haven’t had som eon e to nurture me, share him/herself with me, or care deeply
about everything that happens to m e.
2  . ______ I find m yself clinging to people Pm c lo se  to b eca u se  I’m afraid they’ll leave me.
3. - I feel that people will take advantage of m e.
4  . ______ I don’t fit in.
5  . ______ No mart/woman I desire could love m e o n ce  h e/sh e  saw  my defects.
6  . ______ It is important to m e to b e liked by alm ost everyone I know.
7  . ______ Even when things seem  to be going well, I feel that it is only temporary.
8  . ______ If I m ake a  mistake, I deserve to be punished.
9  . ______  Almost nothing l do at work (or school) is  a s  good a s  other people can do.
10 . ______  I do not feel capable of getting by on my own in everyday life.
11 . ______ I c a n t  se em  to e sca p e  the feeling that som ething bad is about to happen.
12 . ______  I have not been  able to separate m yself from my parent(s) the way other people my a ge se em  to.
13 . ______  I think if I do what I want, I’m only asking for trouble.
14  . ______  I ch an ge myself depending on the people Pm with s o  they’ll like m e more.
15 . ______  If som ething good happens, I worry that som ething bad is likely to follow.
16 . ______  If I don’t try my hardest, I should expect to lo se  out.
17 . ______  Pm the o n e  who usually ends up taking care of the people I’m close to.
18 . ______  I am  too self-conscious to show  positive feelings to others (e.g., affection, showing I care).
19  . ______ I m ust b e  the best at m ost of what I do; I can't accept second best.
20  . ______  I have a  lot of trouble accepting “no” for an  answ er when I want something from other people.
2 1  . ______  I can ’t se e m  to discipline myself to com plete routine or boring tasks.
2 2  . ______  I try hard to fit in.
2 3  . ______  You can ’t b e  too careful; something will alm ost always g o  wrong.
2 4  . ______ There is no excuse if I make a  mistake.
2 5  . ______ In general, people have not been there to give me warmth, holding, and affection.
2 6  . ______ I n eed  other people s o  much that I worry about losing them.
2 7  . ______  I feel that I cannot let my guard down in the presence of other people, or e lse  they will intentionally
hurt m e.
Please turn over and continue
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28. ___  I'm fundamentally different from other people.
29  . _____  No one I desire would want to stay  c lo se  to m e if h e/sh e knew the real m e.
30  . ______ My self-esteem  is based  mostly on how other people view m e.
31 . ______ No matter how hard I work, I worry that I could be wiped out financially.
3 2  . ______ People who don’t “pull their own weight" should get punished in so m e way.
33  . ______ I'm incompetent when it co m es to achievem ent.
34  . ______ I think of myself a s  a  dependent person w hen it com es to everyday functioning.
35  . ______ I feel that a  disaster (natural, criminal, financial, or medical) could strike at any moment.
36  . ______ My parent(s) and I tend to b e  overinvolved in each other’s  lives and problems.
37 . ______ I feel a s  if I have no choice but to give in to other people’s  w ish es, or e ls e  they will retaliate or reject
m e in som e way.
38 . ______ Having m oney and knowing important people make m e feel worthwhile.
39  . ______ I worry that a  wrong decision could lead to disaster.
4 0  . ______ Most of the time, I don’t accep t the ex cu ses  other people make. They’re just not willing to accept
responsibility and pay the con sequ en ces.
41  . ______ I am  a  good person b ecau se  I think of others more than of myself.
42  . ______ I find it embarrassing to exp ress my feelings to others.
4 3  . ______ I try to do my best; I can’t settle for "good enough."
44  . ______ I’m special and shouldn’t have to accept many of the restrictions placed on other people.
4 5  . ______ If I can’t reach a  goal, I b ecom e easily  frustrated and give up.
46  . ______ I spend a  lot of time on my physical appearance so  people will value m e.
47  . _______  I often o b se s s  over minor decisions b eca u se  the co n seq u en ces of making a  mistake seem  so
serious.
4 8  . ______ If I don’t do the job, I should suffer the con sequ en ces.
49  . ______ For much of my life, I haven’t felt that I am  special to som eone.
50  . ______ I worry that people I feel c lo se  to will leave m e or abandon m e.
51 . ______ It is  only a  matter of time before som eon e betrays m e.
52 . ______ I don’t belong; I’m a loner.
53  . ______ I’m unworthy of the love, attention, and respect of others.
54  . ______ Accom plishm ents are m ost valuable to m e if other people notice them.
55  . ______ I feel better assum ing that things will n ot work out for m e s o  that I don’t feel disappointed if things
g o  wrong.
56  . ______ I often think about m istakes I’v e  m ade and feel angry with myself.
57 . ______  Most other people are more capable than I am  in areas of work and achievem ent.
58  . ______ I lack com m on se n se .
5 9  . ______ I worry about being attacked.
6 0  . _______  It is  very difficult for my parent(s) and m e to keep intimate details from each  other without feeling
betrayed or guilty.
61  . ______ In relationships, I let the other person have the upper hand.
62  . ______ I am  s o  focused  on fitting in that som etim es I don’t know w ho I am.
6 3  . ______ I focus m ore on the negative asp ects of life and events than on the positive.
64  . ______ W hen peop le do som ething bad, I have trouble applying the phrase, “Forgive and forget."
65 . ______ I’m  s o  b u sy  doing for the people that I care about that I have little time for myself.
6 6  . ______ I find it hard to b e warm and spontaneous.
67  . ______ I m ust m eet all my responsibilities.
Ptease turn over and continue
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68  . ______ I hate to be constrained or kept from doing what I want.
69  . _____  I have a very difficult time sacrificing immediate gratification to achieve a  long-range goal.
70 . ______ I find it hard to se t  my own goals without taking into account how others will respond to my choices.
71  . ______ I tend to be pessimistic.
7 2  . ______ I hold grudges even  after som eon e has apologized.
73 . _____  For the most part, I have not had som eone w ho really listens to m e, understands m e, or is tuned
into my true n eed s and feelings.
74  . ______ W hen I feel so m eon e I care for pulling away from m e, I get desperate.
75  . ______ I am quite suspicious o f other people's motives. .
76  . ______ I feel alienated from other people.
77 . ______ I feel that I’m not loveable.
78 .  _____ When I look at my life decisions, I s e e  that I m ade m ost of them with other people’s  approval in
mind.
79 . ______ People c lo se  to m e consider m e a  worrier.
80  . ______ I get upset when I think som eon e has been l e t  off the hook" too easily.
81  . ______ I’m not a s  talented a s  m ost people are at their work.
82  . ______ My judgment cannot be relied upon in everyday situations.
83  . ______ I worry that I’ll lo se  all my m oney and becom e destitute.
84  . ______ I often feel a s  if my parent(s) are living through me - 1 don’t have a  life of m y own.
85  . ______ I’v e  always let others m ake choices for m e, so  I really don’t know what I want for myself.
86  . ______ Even if I don’t like som eone, I still want him or her to like me.
87 . ______ If people get too enthusiastic about something, I becom e uncomfortable and feel like warning them
of what could go  wrong.
88  . ______ I get angry w hen people m ake ex cu ses  for them selves or blame other people for their problems.
89  . ______ I’ve always been  the on e who listens to everyone e lse ’s  problems.
90  . ______ I control m yself s o  much that people think I am unemotional.
9 1  . ______ I feel there is constant pressure for m e to achieve and get things done.
92  . ______ I feel that I shouldn’t have to follow the normal rules and conventions other people do.
93 . ______ I can’t force m yself to do things I don’t enjoy, even  when I know it’s  for my own good.
9 4  . ______ U nless I get a  lot of attention from others, I fee! le ss  important.
9 5  . ______ It d oesn ’t matter why I make a  mistake; when I do som ething wrong, I should pay the price.
96  . ______ I have rarely had a  strong person to give m e sound advice or direction w hen l‘m not sure what to
do.
97  . ______ S om etim es I am s o  worried about people leaving m e that I drive them away.
98  . ______  I’m usually on the lookout for people’s  ulterior motives.
99  . ______ I alw ays feel on the outside of groups.
100 . ______ I am  too unacceptable in very basic w ays to reveal m yself to  other people.
101 . ______ If I m ake remarks at a  meeting or am  introduced at a  gathering, I look forward to  recognition and
admiration.
102 . ______ I “beat up” on myself a  lot for things I screw up.
103 . ______ I’m not a s  intelligent a s  m ost people when it com es to work (or school).
104 . ______  I don't feel confident about my ability to solve everyday problems that com e up.
105 . ______  I worry that I’m developing a  serious illness, even  though nothing serious h as been diagnosed by a
physician.
106 . ______  I often feel I do  not have a  separate identity from my parent(s) or partner.
P le a se  turn o ver an d  continue
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107 . ______ f have a lot of trouble demanding that my rights b e  respected  and that my feelings b e  taken into
account.
108 . ______ Lots of praise and compliments make m e feel like a  worthwhile person.
109 . ______ I’m a bad person who d eserves to be punished.
110 . ______ Other people s e e  m e a s  doing too much for others and not enough for myself.
111 . ______ People s e e  m e a s  uptight emotionally.
112 . ______ I can't let myself off the hook easily or make e x c u se s  for my m istakes.
113 . ______ I feel that what I have to offer is of greater value than the contributions of others.
114 . ______ I have rarely been able to stick to my resolutions.
Thank you very much for answering these questions.
Please continue with the next questionnaire.
YRAI
INSTRUCTIONS:
Listed below are statem ents that a  person might u se  to describe herself or himself. P lease  read each  statement 
and decide how well it describes you. Then, using the rating sca le  below, ch o o se  the h ig h est rating from  1 to  
6 that best describes you and write the number in the sp a ce  before the statem ent.
RATING SCALE:
1 = Completely untrue of m e 4  = Moderately true of me
2  = Mostly untrue of m e 5  =  Mostly true of m e
3  = Slightly more true than untrue 6  =  D escribes m e perfectly
1. ________  I try not to think about things that upset m e.
2.___ ________  1 drink alcohol to calm myself.
3 .   I am happy m ost of the time.
4.  ‘I rarely feel sad  and blue.
5.___ ________  I value reason over emotions.
6 .   I believe that I should not get angry, even  at people I don’t like.
7.   I u se  drugs to feel better.
8.___ ________  I don’t feel much when I remember my childhood.
9.___ ________  I sm oke when I’m upset.
10. ________  I suffer from gastrointestinal problems (e.g . indigestion, ulcers, colitis).
11. ________  J feel numb.
12. ________  I often get headaches.
13. ________  I withdraw when I am angry.
14. ________  I don’t have a s  much energy a s  m ost people my a g e .
15. ________  I suffer from muscular ach es and pains.
16. ________  I w atch a  lot of TV when I’m alone.
17. ________  I believe that one should u se  reason to keep em otions under control.
18. ________  I cannot intensely dislike anyone.
19. ________  My philosophy when som ething g o e s  wrong is to put it behind m e a s  soon  a s  possible and m ove
on.
20. ________  I withdraw from people when I feel hurt.
Please turn over and continue
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21. ________  I don’t remember much about my childhood years.
22. ________  I take naps or sleep  a  lot during the day.
23. ________  I’m happiest when I’m roaming or travelling around.
24. ________  Sticking to the task at hand keeps m e from feeling upset.
25. ________  I spend a  lot of time daydreaming.
26. ________  When I'm upset, I eat to feel better.
27. ________  I try not to  think about painful memories from the past.
28. ________  I feel better if I keep myself constantly busy, not leaving much time to think.
29. ________  I had a  very happy childhood.
30. ________  I withdraw when I’m sad.
31. ________  People sa y  I’m like an ostrich with my head in the sand. (In other words, I tend to ignore
unpleasant thoughts).
32 . ________  I tend not to think about lo sse s  and disappointments.
33. ________  Often I don't feel anything, even  when the situation se e m s to warrant strong emotions.
34. ________  I w as fortunate to have such good parents.
35. ________  I try to stay emotionally neutral m ost of the time.
36. ________  I find myself buying things that I don’t need , to improve my mood.
37. ________  I try not to put myself in situations that are difficult or make m e uncomfortable.
38. ________  I get physically ill when things aren't going well for m e.
39. ________  W hen people have left m e or died, I didn't feel too upset.
40. ________  What others think of me d oes not bother m e.
Thank you very much for answering these questions.
Please continue with the next questionnaire.
YCI
INSTRUCTIONS:
Listed below  are statem ents that a  person might u se  to describe himself or herself. P le a se  read each statement 
and decide how well it describes you. Then ch o o se  the h ig h est rating from 1 to  6  that describes you, and write 
the number in the sp a c e  before the statement.
RATING SCALE:
1 =  C om pletely untrue of m e 4  =  Moderately true of m e
2 =  Mostly untrue of m e 5  =  Mostly true of me
3 = Slightly more true than untrue 6  =  Describes m e perfectly
1 . ______  I take out my frustrations on the people around m e.
2  . ______  I often blam e others when things go  wrong.
3  . ______  I sh ow  a  lot of anger when people let m e down or betray me.
4  . ______  I can ’t let g o  of anger without getting revenge.
5  . ______  I g e t  defensive when I’m criticized.
6  . ______  It’s  important that others admire my accomplishments or achievem ents.
7  . ______  The visib le trappings of su cc ess  (e.g ., expensive car, clothing, home) are important to me.
8  . ______  I work hard to be among the best or m ost successful.
P le a se  turn o v e r  and continue
364
Major Research Project
9 . _____  It’s  important to m e to b e  popular (e.g ., part of the in-crow d)
10 . ____  I often have fantasies of su c c e ss , fam e, wealth, power, or popularity.
11 . ____  I like to be the centre of attention.
12 . ____  I am more flirtatious or seductive than the average person.
13 . ____  I put a lot of em phasis on having order in my life (e .g ., organization, structure, planning, routine).
14 . ____  I expend a lot of effort trying to avoid having things g o  wrong.
15 . ____  I agonize over decisions s o  I won't m ake a  mistake.
16 . ____  I am quite controlling of the people around me.
m
17 . ____  I like being in positions w here I have control or authority over the peop le around me.
18 . ____  I dislike other people having any sa y  over my life.
19 . ______ I have a  hard time compromising or giving in.
20  . ______ I don't tike being dependent on anyone.
21  . ______ It's crucial to m e that I m ake my own decisions and support myself.
22  . ________ i have trouble committing to on e  person or settling down.
23  . ________ I like to be a  “free agent", to have the freedom to do what I want.
24  . ______ I have trouble limiting m yself to on e  job or career; 1 like to keep my options open.
25 I usually put my own n eed s before others'.
2 6  . ______ 1 am often demanding with other p eop le - 1 like everything to be “just right".
27  . ______ I have to take care of m yself first, the w ay other people do.
28  . ______ It is very important to m e that my environment be comfortable (e.g ., temperature, light, furniture).
29  . ______ I think of m yself a s  a  rebel; I often go  against the established authority.
30  . ______ I dislike rules and can get satisfaction from breaking them.
31 . ______ I enjoy being unconventional, even  if it's unpopular or I don't fit in.
32  . ______ I d on t try to be su ccessfu l by society's standards (e .g ., wealth, achievem ent, popularity).
33  . ______ I've alw ays "marched to a  different drummer".
34  . ______ I'm a  very private person; I don't like people knowing a  lot about my private life or feelings.
3 5  . ______ I try to appear strong to other people, even  if I feel vulnerable or unsure of myself.
36  . ______ I can  b e  very p o ssess iv e  or clinging with the people I value.
37  . ______ I am  often manipulative to achieve my goals.
3 8  . ______ I often prefer indirect m ean s of getting my way instead of directly asking for what I want.
39  . ______ I keep  people at a  d istance so  they only s e e  the parts of m yself I want them to se e .
4 0  . ______ I am a  highly critical person.
41 . ______  I feel I’m under a  great deal of pressure to m eet my own standards or responsibilities.
4 2  . ______ I am  often tactless or insensitive in expressing myself.
4 3  . ______  I try to b e  optimistic at all times; I don’t let myself focus on the negative.
44  . ______  I b elieve it’s  important to "put on a  happy face" regardless of what I feel inside.
4 5  . ______ I often feel envious or frustrated when others are m ore successfu l or get more attention than I do.
4 6  . ______ I will g o  to considerable lengths to be sure I get my fair share and am  not cheated.
47  . ______  I took for w ays to outsmart people, s o  they w ont take advantage of m e or hurt me.
4 8  . ______ I know just what to sa y  or do to get other people to like m e (e.g., flattery, saying what they want to
hear).
Thank you very much for answering these questions.
Please turn over and continue with the next questionnaire.
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IPSAQ
INSTRUCTIONS:
P lease read the statements below. For each statement please try to vividly imagine that event happening to you. Then 
try to decide what was the main cau se  of the event described in each  statement. P le a se  write the cause you have 
thought of in the sp ace  provided. Then tick the appropriate letter (a,b or c) according to whether the cause i s :
a) Something about you
b) Something about another person (or a  group of people)
c) Something about the situation (circumstances or chance) •
It might be quite difficult to decide which of these options is exactly right. In this c a se , p lea se  pick o n e  option, the option 
which b est represents your opinion. P lease pick on ly o n e letter in each  ca se .
1. A friend gave you a lift home.
What caused  your friend to give you a lift home? (P lease write down the o n e  m ajor cause)
Is this: a.   Something about you ?
(tick one) b.   Something about the other person or other people ?
c. ___  Something about the situation (circumstances or chance) ?
2. A friend talked about you behind your back.
What caused  your friend to talk about you behind your back? (P lease  write dow n the one major cause)
Is this: a.   Something about you ?
(tick one) b.   Something about the other person or other people ?
c.   Something about the situation (circumstances or chance) ?
3. A friend said that he/she has no respect for you.
What cau sed  your friend to sa y  that he/she has no respect for you ? (P lease  write down the one major cause)
Is th is: a .   Something about you ?
(tick one) b. _____ Something about the other person or other people ?
c. ___  Something about the situation (circumstances or chance) ?
4. A friend helped you with the gardening.
What ca u sed  your friend to help you with the gardening? (P lease write dow n th e  on e major cause)
Is th is: a.   Something about you ?
(tick on e)  b. ____  Something about the other person or other people ?
c.   Something about the situation (circumstances or chance) ?
5. A friend thinks you are trustworthy.
What ca u se d  your friend to think you are trustworthy? (P lease write down the o n e  m ajor cause)
Is th is: a .   Something about you ?
(tick o n e)  b. ____  Something about the other person or other peop le ?
c . ___  Something about the situation (circumstances or  chance) ?
Please turn over and continue
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6. A friend refused to talk to you.
What caused your friend to refuse to talk to you? (Please write down the one major cause)
Is this: a.   Something about you ?
(tick one) b. ____  Something about the other person or other people ?
c.   Something about the situation (circumstances or chance) ?
7. A friend thinks you are interesting.
What caused  your friend to think you are interesting? (P lease  write down the one major cause)
Is th is: a.   Something about you ?
(tick one) b. ____  Something about the other person or other people ?
c.   Something about the situation (circumstances or chance) ?
8. A friend sen t you a postcard.
What cau sed  your friend to send  you a  postcard? (P lease write down th e one major cause)
Is this: a.   Something about you ?
(tick one) b. ____  Something about the other person or other p eop le?
c.   Something about the situation (circumstances or chance) ?
9. A friend thinks you are unfriendly.
What caused  your friend to think that you are unfriendly? (P lease write down the one m ajor cause)
Is this: a .   Something about you ?
(tick one) b. _____ Something about the other person or other people ?
c . ___  Something about the situation (circumstances or chance) ?
10. A friend m ade an insulting remark to you.
What cau sed  your friend to insult you? (P lease  write dow n the one major cause)
Is this: a .   Something about you ?
(tick one) b. _____ Something about the other person or other p eop le?
c.   Something about the situation (circumstances or chance) ?
11. A friend bought you a present
What cau sed  your friend to buy you a present? (P lease write down the o n e major cause)
Is this: a .   Something about you ?
(tick one) b.   Something about the other person or other people ?
c.   Something about the situation (circumstances or chance) ?
12. A friend picked a fight with you.
What cau sed  your friend to fight with you? (P lease  write down the one m a p r  cause)
Is th is: a .   Something about you ?
(tick one) b.   Something about the other person or other p eop le?
c.   Something about the situation (circumstances or chance) ?
Please turn over and continue
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13. A friend thinks you are d ishonest.
What caused your friend to think you are dishonest? (P lease write down the on e  major cause)
Is this: a. ____  Something about you ?
(tick one) b. ____  Something about the other person or other people ?
c. ________ Something about the situation (circumstances or chance) ?
14. A friend sp en t som e time talking to  you.
What caused your friend to spend time talking with you? (P lease  write down th e one major cause)
•
Is this: a. _ _  Something about you ?
(tick one) b. ________  Something about the other person or other p eop le?
c. _______  Something about the situation (circumstances or chance) ?
15. A friend thinks you are clever.
What caused your friend to think you are clever? (Please write down the on e m ajor cause)
Is this: a.   Something about you ?
(tick one) b. ________  Something about the other person or other people ?
c. ___  Something about the situation (circumstances or chance) ?
16. A friend refused to help you with a job.
What caused your friend to refuse to help you with the job? (P lease write dow n the one m ajor cause)
Is this: a.   Something about you ?
(tick one) b. _____ Something about the other person or other p eop le?
c. ___  Something about the situation (circumstances or chance) ?
17. A friend thinks you  are sen sib le .
What caused your friend to think that you were sensible? (P lease write down the one m ajor cause)
Is th is: a.   Something about you ?
(tick one) b. _________ Something about the other person or other p eop le?
c. ___ Something about the situation (circumstances or chance) ?
18. A friend thinks you  are unfair.
What caused  your friend to think that you are unfair? (P lease write down the o n e major cause)
Is th is: a . ________  Something about you ?
(tick one) b. ________  Something about the other person or other people ?
c . _______  Something about the situation (circumstances or chance) ?
19. A friend sa id  that h e/sh e d islikes you.
What caused  your friend to say  that he/she dislikes you? (P lease write down the one m ajor cause)
Is th is: a .   Something about you ? .
(tick one) b. ________  Something about the other person or other peop le?
c . _______  Something about the situation (circurristances or chance) ?
Please turn over and continue
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20. A friend rang to enquire about you.
What caused your friend to ring to enquire about you? (Please write down the one major cause)
Is this: a.   Something about you ?
( t ic k  o n e )  b. ____  Something about the other person or other people ?
c. ___  Something about the situation (circumstances or chance) ?
21. A friend ignored you
What caused your friend to ignore you? ( P l e a s e  w r i te  d o w n  t h e  o n e  m a jo r  c a u s e )
is  this: a.   Something about you ?
( t ic k  o n e )  b.   Something about the other person or other people ?
c. ___  Something about the situation (circumstances or chance) ?
22. A friend said that she/he admires you.
What caused  your friend to say  that she/he admired y ou ? . ( P l e a s e  w r ite  d o w n  t h e  o n e  m a jo r  c a u s e )
Is this: a.   Something about you ?
( t ic k  o n e )  b,   Something about the other person or other people ?
c. ___  Something about the situation (circumstances or chance) ?
23. A friend said that he/she finds you boring.
What caused  your friend to say  that h e/she finds you boring? ( P l e a s e  w r i te  d o w n  th e  o n e  m a jo r  c a u s e )
Is this: a .   Something about you ?
( t ic k  o n e )  b.   Something about the other person or other p eo p le?
c. ___  Something about the situation (circumstances or chance) ?
24. A friend said that she/he resents you.
What caused  your friend to say  that she/he resents you? ( P l e a s e  w r ite  d o v m  t h e  o n e  m a jo r  c a u s e )
Is this: a .   Something about y o u ?
( t ic k  o n e )  b. ____  Something about the other person or other p eo p le?
c. ___  Something about the situation (circumstances or ch an ce)?
25. A friend visited you for a friendly chat.
What cau sed  your friend to visit you for a  chat? ( P l e a s e  w r ite  d o w n  th e  o n e  m a j o r  c a u s e )
Is th is: a.   Something about you ?
( t i c k  o n e )  b. _____ Something about the other person or other p eo p le?
c . ___  Something about the situation (circumstances or chance) ?
26. A friend believes that you are honest.
What cau sed  your friend to believe that you are honest? ( P l e a s e  w r ite  d o v m  th e  o n e  m a jo r  c a u s e )
Something about you ?
Something about the other person or other people ? 
Something about the situation (circumstances or chance) ?
Please turn over and continue
Is th is : a . ___
( t ic k  o n e )  b. ___
c. ___
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27. A friend betrayed the trust you had In her.
What caused your friend to betray your trust? (Please write down the one major cause)
Is this: a.   Something about you ?
( t ic k  o n e )  b.   Something about the other person or other people ?
c. ___  Something about the situation (circumstances or chance) ?
28. A friend ordered you to  leave.
What caused your friend to order you to leave? ( P l e a s e  w r ite  d o w n  th e  o n e  m a jo r  c a u s e )
Is this: a.   Something about you ?
(tick one) b. _________  Something about the other person or other p eop le?
c. ________ Something about the situation (circumstances or chance) ?
29. A friend sa id  that sh e /h e  resp ects you.
What caused  your friend to say that she/he respects you? (P lease write down the one major cause)
Is this: a.   Something about you ?
(tick one) b. _________ Something about the other person or other p eop le?
c. ________ Something about the situation (circumstances or chance) ?
30. A friend thinks you are stupid.
What caused  your friend to think that you are stupid? (P lease write down the one major cause)
Is this: a.   Something about you ?
(tick one) b. ________  Something about the other person or other people ?
c. ________ Something about the situation (circumstances or chance) ?
31. A friend said that he/she liked you.
What caused  your friend to say that he(she) liked you? ( P l e a s e  w r ite  d o w n  th e  o n e  m a jo r  c a u s e )
Is this: a.   Something about you ?
( t i c k  o n e )  b. _____ Something about the other person or other p eop le?
c.   Something about the situation (circumstances or chance) ?
32. A neighbour Invited you In for a drink.
What caused  your friend to invite you in for a  drink? ( P l e a s e  w r ite  d o w n  th e  o n e  m a jo r  c a u s e )
Is th is: a.   Something about you ?
( t ic k  o n e )  b. ____  Something about the other person or other people ?
c.   Something about the situation (circumstances or chance) ?
Thank you very much for answering these questions. 
Please continue with the next questionnaire.
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E D !
INSTRUCTIONS
The items below ask about your attitudes, feelings and behaviour. S om e of the items relate to food or eating. Other 
items ask about your feelings about yourself.
For each item, decide if the item is true about you ALWAYS (A), USUALLY (U), OFTEN (O), SOMETIMES (S), 
RARELY (R), or NEVER (N). Circle the letter that corresponds to your rating. For example, if your rating for an item is 
OFTEN, you would circle the (O) for that item. Respond to all of the items, making sure that you circle the letter for the 
rating that is true about you. If you need to change an answer, m ake an 'X* through the incorrect letter and then circle
the correct one.
1) I eat sw eets and carbohydrates without feeling nervous * A U 0 s R N
2) 1 think that my stomach is too big A U o s R N
3) I wish that 1 could return to the security of my childhood A U 0 s R N
4) le a tw h e n la m u p se t A U 0 s R N
5) I stuff myself with food A U 0 s R N
6) 1 wish that 1 could be younger A U 0 s R N
7) 1 think about dieting A U 0 s R N
8) 1 get frightened when my feelings are too strong A U o s R N
9) I think that my thighs are too large A U 0 s R N
10) ' 1 feel ineffective a s  a  person A U 0 s R N
11) 1 feel extremely guilty after overeating A U o s R N
12) 1 think that my stomach is just the right size A U 0 s R N
13) Only outstanding performance is good enough in my family A U o s R N
14) The happiest time in life is when you are a  child A U o s R N
15) 1 am  open about my feelings A U o s R N
16) 1 am  terrified of gaining weight A U o s R N
17) 1 trust others A U 0 s R N
18) 1 feel alone in the world A U o s R N
19) 1 feel satisfied with the shape of my body A U o s R N
20) 1 feel generally in control of things in my life A U o s R N
21) 1 get confused about what emotion 1 am feeling A U 0 s R N
22) 1 would rather b e  an adult than a  child A U o s R N
23) 1 can  communicate with others easily A U 0 s R N
24) 1 wish 1 w ere som eone else A U o s R N
25) 1 exaggerate or magnify the importance of weight A U 0 s R N
26) 1 can  clearly identify what emotion 1 am  feeling A U 0 s R N
27) I feei inadequate A U o s R N
28) 1 have gone on eating binges where 1 have felt that 1 could not stop A U 0 s R N
29) A s a  child, 1 tried very hard to avoid disappointing my 
parents and teachers A u o s R N
30) 1 have c lo se  relationships A u o s R N
31) 1 fike the sh a p e  of my buttocks A u o s R N
32) 1 am  preoccupied with the desire to be thinner A u 0 s R N
P l e a s e  tu rn  o v e r  a n d  c o n t in u e
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33) i don't know what's going on inside m e A U 0 s R N
34) I have trouble expressing my em otions to others A U 0 s R N
35) The demands of adulthood are too great A U 0 s R N
36) I hate being less than best at things A U 0 s R N
37) 1 feel secure about myself A U o s R N
38) I think about bingeing (overeating) A U 0 s R N
39) 1 feel happy that 1 am not a child anymore A U 0 s R N
40) 1 get confused a s to whether or not I am  hungry A U o s R N
41) f have a low opinion of myseff * A U o s R N
42) 1 feel that 1 can achieve my standards A U o s R N
43) My parents have expected excellence of me A U 0 s R N
44) 1 worry that my feelings will get out of control A U 0 s R N
45) 1 think my hips are too big A U o s R N
46) 1 eat moderately in front of others and stuff myself when they're gone A U 0 s R N
47) 1 feel bloated after eating a  normal meal A U o s R N
48) 1 feel that people are happiest when they are children A U o s R -N
49) If 1 gain a  pound, I worry that 1 will keep gaining A U o s R N
50) 1 feel that 1 am a  worthwhile person A U 0 s R N
51) W hen I am upset, 1 don’t know if 1 am sad , frightened, or angry A U 0 s R N
52) I feel that 1 must do things perfectly or not do them at all A U 0 s R N
53)
54)
1 have the thought of trying to vomit in order to lose weight 
I need  to keep people at a  certain distance (feel uncomfortable if
A U 0 s R N
som eone tries to get too close) A U o s R N
55) 1 think that my thighs are just the right s ize A U o s R N
56) 1 feel empty inside (emotionally). A U o s R N
57) I can talk about personal thoughts or feelings A U o s R N
58) The best years of your life are when you becom e an adult A u o s R N
59) 1 think my buttocks are too large A u 0 s R N
60) 1 have feelings I can't quite identify A u o s R N
61) 1 eat or drink in secrecy A u 0 s R N
62) 1 think that my hips are just the right size A u 0 s R N
63) 1 have extremely high goals A u 0 s R N
64) W hen 1 am  upset, 1 worry that 1 will start eating A u o s R N
This Is the end of the questionnaires. Thank you very much for completing them.
Now go back over the booklet, making sure that you have not missed out any items. 
Once you are sure that you have completed all Items, please return the booklet as arranged.
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Appendix E
Information Relating to the Properties of the Measures (e.g., reliability and
validity)
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Measure Factor Structure Internal 
Consistency & test 
re-test reliability
Discriminant Validity
Young Schema 
Questionnaire- 
Short version- 
Revised 
(YSQ-S-R; 
Young, 1998)
16 factors have been 
identified 
- 15 of these 
correspond with 
Young’s theorized 
schemas 
(Lee et al., 1999)
Established by 
Schmidt et al., 
(1995)
Discriminant validity for 
the YSQ has been 
established by Waller et al., 
(2001b) and Schmidt et al., 
1995
Measure Factor Structure 
(Luck et al., in press)
Test nretest 
reliability 
(Luck et al., in 
press, p. 11)
Discriminant Validity 
(Luck et al., in press)
Young 
Compensatory 
Inventory 
(YCI; Young, 
1994)
3 factors identified Paired t-tests 
showed no 
difference in 
mean subscale 
scores between 
time 1 & time 2
Established for Eating Disorders
Measure Factor Structure 
(Luck et al., in press)
Test-retest 
reliability 
(Luck et al., in 
press, p .ll)
Discriminant Validity 
(Luck et al., in press)
Young-Rygh 
Avoidance 
Inventory 
(YRAI; Young 
& Rygh, 1994)
2 factors identified
Paired t-tests 
showed no 
difference in 
mean subscale 
scores between 
time 1 & time 2
Established for Eating Disorders
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Measure Subscales Internal 
reliability 
(Cronbach’s a)
Convergent Validity
Internal, 
Personal and 
Situational 
Attributions 
Questionnaire 
(IPSAQ; 
Kinderman & 
Bentall, 1996, 
p.263)
Positive-Internal 0.717
Externalizing Bias correlation with the 
Attributional Style Questionnaire 
Negative Intemality Subscale (Peterson 
et al., 1982):
Spearman’s r = 0.387, p < .002
Positive-Personal 0.611
Positive-Situational 0.605
Negative-Internal 0.732
Negative-Personal 0.629
Negative-Situational 0.755
Externalizing Bias 0.719
Personalizing Bias 0.761
Measure Subscales Test-retest
reliability
coefficients
(Eating
Disorder
Sample)
Item-total 
correlations 
(Eating Disorder 
Sample)
Concurrent validity
Drive for Thinness .83 Item
1 .39
7 .65 .53 when compared
11 .54 with clinicians’
16 .70 ratings
25 .40
32 .70
49 .64
Bulimia .86 Item
Eating Disorders 4 .54
Inventory -  2 5 .73 .57 when compared
(EDI-2; Gamer, 28 .63 with clinicians’
1991, p.23, p.26 38 .70 ratings
& p.28) 46 .64
53 .49
61 .65
Body Dissatisfaction .92 Item
2 .58
9 .73
12 .63 .44 when compared
19 .60 with clinicians’
31 .67 ratings
45 .76
55 .73
59 .78
62 .75
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Measure Psychometric properties 
(Luck et al., 2002, p. 755)
SCOFF 
Questionnaire 
(Morgan, Reid & 
Lacey, 1999)
•  Sensitivity = 84.6% (95% confidence interval [Cl] - 54.6% to 98.1%)
• Specificity = 89.6% (95% Cl - 86.3% to 92.9%)
• Positive predictive value = 24.4% (95% Cl - 12.9% to 39.5%)
• Negative predictive value = 99.3% (95% Cl - 97.6% to 99.9%)
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Appendix F
One Sample Kolmogorov-Smirnov Tests for Normality and Details of the
T ransformations
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One Sample Kolmogorov-Smimov Tests for Normality conducted on the original variables and the 
transformed variables used in the regression analyses
(Eating disorders group only as the control group were not included in the regression analyses)
Variable Kolmogorov-Smimov Z Asymptotic Sig.
YSQ Social Isolation .665 .769
YSQ Defectiveness/Shame .880 .421
YSQ Failure .916 .371
YSQ Dependence/Incompetence .703 .706
EDI Drive for Thinness 1.480 .025
EDI Bulimia 1.253 .087
EDI Body Dissatisfaction 1.356 .051
Externalising Bias 1.110 .170
Transformed EDI Bulimia 
Sqrt(edib)
1.038 .232
Transformed EDI Drive for 
Thinness 
(edidt-10)*(edidt-10)
1.306 .066
A square root transformation was used to improve the normality o f the EDI Bulimia variable, 
and a squared transformation was used to improve the normality of the EDI Drive for Thinness 
variable. Transformations did not improve the distribution o f the data for the EDI Body Dissatisfaction 
variable. However, as the p value for the original EDI Body Dissatisfaction variable did not reach 
significance (p = .051) it was acceptable to include this variable in the regression analyses.
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